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Foreword
The 'papers 'collected in this volume-were prepared

for and presented at thc International Conference on
_Women. in Health held id Washington, D.C. on June
16-18,4975. In additiOn to these papers, videoiapes
of the Conference proceedings are avail4le for use
by the Regiqnal Offices of the Department or Health,
Education, and Welfare and' other appropriate organi-
zaiions as background material for discussions in re-
gional orother Meetings. The (Conference photographic
exhibition, "American Women at Work in Health
Careers," is also available on pan upon request to _the
Health Resources Administration. Copies of the Con-
ference chart.bOok of statiStical \data on the status of
women in health careers in the U)nited States and other
selectoil countries arc also available upqn request.

The Conference, an International Women's Year
activity Sponsored by the Health Resources,ektiministra-
don, was designed to (a) develop ipproved information
on the status of women as health care pro4ders in the
United States and selected countries; (b)resent, for
consideration by an international 'audience, strategies
used in other countries to improve the stdtus and par-
ticipation of women as health care providers which
might be adapted for use in the United States. The
Conference brought tOgether outstanding investigators
from co,untries where women play a major role in the
health professions and flom countries where research
has been conducted on the relationship of various
societal factors to the status of women.

The topics covered by the international investigators
and Uf. discussants' comments, included the current
status of women as health care providers in the United
States and selected other couittries; approaches to cor-
rect the undezrepresentation of women in the health
professions; hADroving the utilization of women in
health occupations.in which they are numerically well
represented; organization of nurses and allied health
and support personnel; new roles for women in health
care 'delivery; and the role Of women in health care
decisionmaking.

The- highlights of the Conference presented by Dr.
Mary Howell (pagel6nummarized Conference papers
and discussions. It wtis originally planned for Dr,
Howell's summary to be followed by a panel discussion
on the future role of women in health in the United

tates. .Congresswpman Martha Keys was to join
members of the Conference SteCring Committee for
the* discussion. However, many of the participants re-

. quegted more time for open discussion from the floor
"and an opportunity to present more questions to the
international .investigatorS. The agenda was modified

lb permit this greater participation of the audience,
and after Congresswoman Keys' presentation, the floor
was opened for generpl discussion. Members of the
Steering Committee joined with the international .in-

- vestigators in the discussion period. Their remarks are
also included in this publication.

The Conference- was closed.with an address by the,
Honorable Francoise ,Giroud, State Secretary for the

Condition of Women in France, who analysed the un-
tapped potential.of women 'with workers for increased
contribution to health serviM_ in .France.. ..,

The papers presented Were scholarly and provoca-
tive. The, prepared responses were thoughtful and, for

..the most part, focus on either theapplicability of the in- I '
formation presented to the ituation or on a -
comparison of th U.S. situation i that in other
countrits.

A few particula points should be noted:
.

,

Some of the responses, and much of the partici-
pant discussion, were concerRed with issues broader
than - the status annole of women ass ptoviders of
health care. Concern was expressed about` the status
and working 4conditions o both men and women
non-professional health care workers, especially.tho
in unskilled jobs such as la ndry workers and ja i- I

1

tors. t
Some attention ,was paid \o the quality of health

care deli cred to womeit in e United States. The
women Who spoke wei4 prov ders of health care;,
nevertheless, as women they exçessed dissatisfaction
with the care that the health' care consumers receive.
A mimber of these issues arc addressed in the list of
specific recommendations prepared by a groups of
participants in the Corgerence (Appendix A).

Some participants voiced criticism of physicians as
the dominant profession in-the current* (U.S.) health
care system and others eYen objected to the faa- --'

that men (physicians!) had been involved in the plan-
nting and program of the Conference. There were
others who disagreed with such criticism and felt
that change must be effected by working with and
within the system and that women can and must
work with men in order to bring about 'those changes.
Those participants would answer the' question that
Madame Francoise Giroud presented at the close of
the meeting with "We .do.not want merely to take
men's places, act as they do, or be the _dominant
rather than the dominated, but indeed we do want
to transform society."
Although ther,e certainly ,was- not agreement among

the participants as to the major issues of the Confer-
ence, the Conference itself provided a much 'needed
forum for debate, and highlighted the need for more
opportunities for women, as the great majority of pro-
viders and the largest number of consumers of health
care, to have a greater role in the decisionmaking
process. A Chinese proverb states that 'The journey
of a thousand miles begins with the first step." If the
recominendations prepared by the Conference Steering
Cckmmittee, based on the results of the Conference

' (page 187), are recognized and acted upon, perbapsibe
Department of Health, Education, and Welfare's Inter-
national Conference on Women in Health and these
papers presented there will be that first step.

_

Betty A. Lockett, Ph.D. ,
1.Project Director

International Conference on Women in Health
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Opening -Remarks

12Itty A. Lockett, ph.D. ,

Chief, International' Program's Ste, Division of
II/ledicine And Conference Project Director,

IBureau of Health Manpower/THS
I U.S. Department of Health, Education, and Welfare

'7

It is my,i*vilege to convene4t ittaticfhal Con-
ference on Women in Health en s -Of the Health

g
sources-Administration of the United Slates Depart-

1,-Aelit of likalth, Education, and Welfare. 0
..

This inWng is not an international conference, in
one common usage f the word, "international". While
this group is toe for two and a half days, no at-
tempt will be made to specifically address,,on a global
bisis, important broad concerns about general equity
between men and .women, the participation '6f wornen
in societal developmentor their comm9 efforts in the
cause of peacethese issues are the agenda for the
United Nations InternationaL Women's Year Confer-
ence to be held in Mexico City next' week: Rather, our
discussions will focus directly On' women as providers.
Of.bealth care. -

I

Thestated purpose of this meetingois to bring to-
gether outstanding rekarchers who have studied the
role and status of women in .health careers in other
countriesand it is in this sense ,of the word 'that the
conference is international.

This group representlolore than twelve countries -
from diverse regions OC:the worldmeeting together
to determine what lessons we in the United °States
might learn from research and experiences in 'those
countries. Clearly, I am not suggestthg th'at only the
United States can benefit from this conferenceclearly

. the le sons earned in any given country are, potentially
relev i for ther countries. But we acre here to learn
from ftdiifles other ' than the United States about
meth to improve the status and utilizationof women
irn heal andto hear of the successes and failures of
approa hes to the problem of,,sex stereotypingof men
as well Is. womenth the heilth field. We also hope to
develop information which would pe?mit us to deter-
mine the usefulness of possible future cross national
comparative research ih this area. These are some of
the goals which ,haite. been set for accomplishment
during the 1;0:gave together.

After discu these goals recently with a colleague,,
he commented to, me "You know nothing is ever
reallTaccomplishe with a Vonference"---Wirinitedi-
ate reaction to his re arkapart from curiosity about
his- operational definition of realitywas' to mentally

4

list all lie objectives e had established for this me
frig. I cOunted the s olarly papers that have be
prepared and the stati tiCal data compiled in the n-

Pffetrence chart boolc as ngible outputs already accom-
prished.

Howefer, before I ve a verbal response to, his
comment, Iarealized that papers could have been corn-
missioned an& 'Statistics compile& without convening
an international cOnferen e. And I asked thyselfWhat
could wq-hope to achieve 'th this assembly that &mild
not be aceomplished with ut itand what can we do
to ensure that this confere ce does not become another
shining example of tokenis in this area? _

I believe there are sever l qtialitative. dimensions to
the goals of our conference which,can best be accom-'
plished by meeting;togethe First,- the meeting allows
researchers and health prof sionals from our country
and othe9 countries to en ge ,in dialogue. Written
papers are a one-way comm nicatioti. The conference
setting permits twa-way cot thunicatio,n and this is
critical. Research on the s tus of Nromen and sex
stereotyping is' OW in its e rly ,stagesinternational
comparative studies are almo t nonexistent. Future re-
search can 'benefit froth _tilt cross fertiliAtion and
stimdlation that only, rneetilg together and engaging
in free and open dialogue produces.

Our discussions and debates cn aidin the identifica-

,
tlon of areas ivher research, and information are
needed and perha enerate new efforts. Exchange
of ideas about findi *n the papers presented, 'and
the conclusions of our pa l on Wednesday morning,
also can provide useful- information for program plan-

ping and policY development 'within the, HeAlth Re-
!sources AdMinistration.

Finally and more importantly, thig conference was
deliberately designed' to provide an opportunity for de- .

cisionmakers and administrators; as well as researchers,
to participate in these discussions and through' that

; participation to. become better informed about' the
:statds of Women in this 'country in. compaiison with
their status in other countries,

", Those-r-of youwho=zaredecisionmakers--,-_ fromthe_
professipnal organizations, HEW, other agencies of ,
the exetutive,branch, and members of congress are, for
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the mos part, men. You will, during this conferw
haVe an pportunity to meet 'th researchers, heath
profession ls; and other he workers, who are for
the most p rt women men who have demonstrated
their ability to articulate and analyze the problems
surrounding this issue `of the role and status of women
in the hettlth field'.

BecaUse of the importance of this opportunity, we
are mos,t _pleased to have with us this 'morning the
government administrators and officials in the audience,
as welt as the distinguished guests who are our. ,speak-\

,

A t
f.

go.
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Ars. At this time,. I have the personal pleasure of intro-
ducing,Dr. Kenneth M. Endicott, Administrator of the
Health Resources Administration, who will bring to
you the official welcome ta the conference. It is through
the interest and partici afion of leaders such as Dr.
Endidott that the goals 's conference can be real-
ized. Let us all work together these next few days to
!flake 411 meaningful contribution to the celebration of
International .Women's Year and causv it to be some-
thing more than what Gerinaine Greer has termed !`one
long Motile* Day:',.

:71

411t
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Official Welcome
Kenneth M. Endicott, M.D.
Administrator, Health Resources Administration/PES
U.S. Department of Health, Education, and Welfare

t
It's a pleasurç to open this landmark conference:on

"Sex Roles in te Health Sector". And it's an honor
to welcome the distinguished guests to our country
who have already contributed their knowledge, wisdom,
and experience in their native countries and are willing
to share that collective wisdom with us so thod we can
do a Fetter job in this countr Y. in solving our vast health
problems. '

I ',mien a sincere welcome to those of you who
have tray ed Jiere from All parts of this country to
lend your fforts toward creating a system of health
care tht vi1l be open 0 all 'people based on their
medical needs-,as patients or: their talents as the pro-
viders of high quality-health:care. -,,'

We are here to learn. And we zie'not afraid to admit
'that we have Much to learn.

a
For instance, it would be good to

.

learn why we, in
this country, consider dentistry a male professionso 3'

much so that only about 2 percent of our dentists
are women; and why people in Finland accept a dental

'profession where more than 70 percent of all dentists
are female.. .

,

For inttance, it would be good to learn how a thirty-
eight year old housewife in China can be taug,ht to
provide acceptable first line health' oge with little
initial formal training, and how.she can embark on a
bareer, which includes a gular pkgraM of service
combined with continuing 51 cation.

FOr instance, I would 4ike to know more about what
ingredienti make it. Possible for a country like
Cameroon to graduate its first female Medical student
just this year while raising its percentage of female
students now studying in medical school to althost 15
percent. And do we have something to learn from that
country which has a career ladder in mfrsing that gives
the appearance of being more syste,matic than anything

0

,

from the way health employee negOtiations are handled
in Swe4en.

Thes ye just some Of the subjects with which we
will he dealing in the two and a half 'days ahead of us.
And t of this discussion, debate, and clear exchange ,
of ide s, I hope we in this country, and most particu-
larly, we in the Health Resources Administration, will
get some new insights into how we can shape our future
policies to make the receivingand the -providing of
health care in .the United States a fair and effective
everience.

Within the Health Resourc 1W, we
have' programs and people, ard to
wrs to change ou

4-1/444Y 4Y4.
for the

-tetter. In the -Healt Training
Rcts of 1971, discri I. 11),- cactices in
thei schools of the-f.1 s arsing waS

ge e-
prohibited. And, in pa rease Radmrssion rates
fbr -fegnale health *fess , *dents is testimony to
that1 legislation and the AY:it was carried out.

When the Health :1t.Urces Administration was
organipd almost "tw ars agO, we established an
Of* a Health',I urces Opportunity to assure.
equity of accessito hefi th care and health careers by all
people, Within the past two years,-that Office has be-
gun AO develop special concerns for programs that
affeot women and has begun to 'fOcus our attention
on the ,problems the' women have in achieving 'equal
treatnient., in the health field.

One Or-reaching instrument which we in the Health
Resources Administration now have to achieve more
effective results in planning for the decent deployment
of health tesources in communities around the country
is the National Health Planning and Resources De-
velopment Act' of 1974. Within the next six weeks,
more than 200 Health Service Areas will be designated
and within these areas, Health Systems Agencies will
be appointed to plan for, the health delivery and re-
source deployment within tff9se areas. I hope that you
will use this new health plbning system to take the
lessons that, are learned at this conference and apply
them where appropriate within your local areas. I hope
youziwillcontinue_to,,be,_at_state,_ and lo_calle_vels,
spokesmen and women for equality within a quality
-health delivery system.

we have here?
For instance, what can we learn from the system.in

the Soviet Union where paid maternity leave, pre-
served work status, pre-school establi'shments, and .a
system of constant medical ,attcntion for children lifts

--a-great- deal-oL-responsibility-frorn-women,allowing----
them to successfully combine motherhood and careers?

And for instance, what can we learn for out: future

A
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Rkmarks
Theodore Copper; M.D. ,>

Assistant Secretarffor Health/PHS
U.S. Department of Health, Education, and Welfare.,

I am delighted to be.here this-morning on behalf of
the Secretary, on behalf Of the Department of Health,
Education, and Welfarei-and-on behalf of the'United
States Public Health Service..I welcome, you to this
beautiful setting on a beautiful day in *beautiful city.

Dr. Endicott has related to you a broad spectrum
of what Fan be -accomplished through a conference
such as this and it's follow-througk for changing the
way we do business in the health field in this country.

In reviewing our tiwn piogratos in the Public Health
Service I ath aiare.that we hive not utilized as well
s we -might a broad spectrtW of-resources in trYing
to solve health problems in t!iii country. We also kicus

(otethe dollar-pod we haye not taken advantage of the
human psou ce. We ,haVg not im lemented in an
_effIctive way all the rzitties at, ct ensure the
best utilization of and thereare several
wAys in whickwe eg145.ietts change thii. ;

lDri>EndicoW mentioned cipafion in the planning
bill. We w#1 restruCture ttitude toward inservice
traininpjhe Public H Service and I could: go
on to seve :of the topic which I know will be on

- your agenda. The mesSage is basicilly that tlie Depart-
-ent puts this problem at .a high priority. We must

learn to utilize more than just the dollar resources,
which are now recognized to be fiOita, for the solution
of our*health care problems. The lehdership which you
and overall sectors of society can give to the solutioh

. of these problems in ,health is badly needed because
health is now recognized as a top social priority in this
country.

Finally, it is reflected in the position that the political
system ifhlf will give to the problem of health in the
very near future:.

21



Remark's
John G. Veneman
Counselor to the Vice President
of the United States

9

It is a pleasure 'to be here this morning to convey
to you the warm welcome of Tlie President of the
United States. President Ford has exprethed his interest
in these proceedings, which have brought together
officials, scholars, and health professionals from every
continent. c,

During the next few days, the various approaches
countries from throughout the world have taken to
confront the problems encountered by women in the

, health professions will be discussed. You will be ex-
changing experiences, observations, and suggestions.
Obviously, .all of the positive experiences cannot be
applied in each country represented at this confer,ence.
But they can tell us what can be-done and jiv:e all of
us some objectives to strive for.

.

It is appropriate that the health sector be an area on
which to focus the celebration of International Women's.
Year in the United States.,

In this country the bealth industry represents one qf
the, largest elements ot-our economy. As a vital part of
our society, our Governnient is committed to -assuring
equal professioqal opportunities for anyone who pur-
sues- career in -this'area. .i

Bo the President and Mrs. Ford are stronglAinter-
ested in" eeing that women advance° in all professional
areas, and that any previous social or institutional
impediments dcs not prove to be a handica . The Presi-,
dent conveys his hope that this4conference will provide
a significant step' toward identifying such impediments

, and tpward developing strategies for re owns them.
It is well known that women are the foundation of

the health industry and have been since early times.
They have always represented the largest numbers, but
not proportionately in the upper echelons.

What is not so well known are the contributions that
women have made to health, to health policy, and to
the field,of medicine as a whole. IS .

In this country*there were women like Dorothea Dix,
who is beit known for her campaigns against the hor-
rors of mental institutions and her efforts on behalf of
the neglected insane and NI- her efforts to improve the
conditions of jails, and penitentiaries. But her great
contribution to liealtifiervide-I-Wat-to estabfliFthe first
secular nursing service in this country. When the Civil

o

War broke out in 1861, she personally recruited nurses
to care for the wounded, and recruited Dr. Elizabeth
Blackwell. Amertea's first minim physician, to train
them. She then fOught the bureaucracy of . the Army
medical department tol gain. President Lincoln's ap-
pointment as the very first Superintendent of die United
States ArmY Nurses. "

A half century after Ms. Dix, Ida Cann6 brought
medical social work into medicine as an iniportant
adjunct of medical care. The emphasis on the patient
as a person grew out of her work.

Mrs. Elizabeth Milbank Anderson, whose fortune
established. the Milbank Memorial Fund, focussed at-
ten'tion on preventive medicine. She propounded, in
1913 that she , was particufarly interested in fostering
preventive and social measures for the welfare of the
poor of this city. Since that time, more and more of
public and private contributions have made their way
into support of preventive services.

Dr. Sard Josephine Baker, concerned ovet4 infant
mortality in New York C4, where she served as a:
health officer at the turn of the century, established
clinics which made it poqsible for mothers to feed their
infants clean milk and water and escape the dreadful
summer cholera that in August 1904 carried off 40
percent of the babies born that month.

It was Dr. Martha Eliot who convinced the Presi-
dential Committee writing the Social Security Act in
1935 to include a maternal and child health title.

The first concern with occupational health was
brought to American medicine by Dr. Alice Hamilton
who spent her lifetime contributing to medicine and oc-
cupational health.

The list of women who have set or changed, the
course of medicine in this country toes on and on.
Much has been accomplished, but much more remains
to be done to remo* the barriers that have precluded
woman from a fuller participation and achievement in
the health fields.

The 1960's in this country were a period of major
advances of racial minorities toward removing barriers
to social, economic and professional equality 1in this

-coun-ffy.
It appears to me, that the 1970's will be a period of

2 2
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achieving a new awareness of the potential of our fellow
persons to make major professional contributions to
society. Throughout the world we are witnessing a sig-
.nificant change in attitudes on the part of women. They
have developed a broader base of confidence, aware-
ness and support for their professional potential, and
have -taken on a new ambition to achieve true profes-

', sional equality.
Let me turn more specifically to your agenda for the

next few days. When I saw the title of the conference,
my initial reiction was to ,ask: , is it appropriate to
conceptualize roles is.. the health piofession by sex?
Shouldn't anyone, regardless of sex, be free to perform
any function in the profession? As I mentally responded

*the affirmative to those queitions another thought
came to mind. We should recognize that oftentimes

\ there is a fundamental difference in the way women and
men might approach the profession. I believe the femi-
nine style and approach to a specific profession is
unique and it can bring a new _perspective to that pro-
fession. Ths aspect of the feminist movernenv may well
prove-to be a strenthening factor for our society as a
whole. '

Undoubtedly, much of the dita which wil4be, pre-
sented in this conference will show, significant under-
representation and underutilization of women in .many
paOs of the health profession and will'shoW that while.,
woMen may be heavily coricentrated in some areas; that,
they are not adequately represented in other ateas of
the profession.

It is very difficult to find a woman department chair-
man in a medical school, or the head of atteaching
hospital, or professor for that matter.

. The Federal Government has adopted mans, policies
ahned at removing the barriers that stand in the 'way
of achieving equity for women in our society. They
have moved aggressively to correct discriminatory
practices among institutions of higher learning and
professional schools. But it akes a long tithe to pro-
duce results through affirm five action programs.

As I thought about thi roblem it strnck me that
the Federal Golaiment unfortunately has only the
clumsiest sorts alKools at itss disposal to address this

' kind of a problem. Generally, once the problem has
been identified to the government, a Federal agency
will move to withhold funding to institutions which
encourage any discrimination. The same tool will also
be used. to provide incentives to change institutional
or structural barriers which allow this kind of inequity
to continue.

Unfortunately, these tools are slow, they can often
be rather easily circumvented, and they are generally .
not very effective. Change occurs most rapidly when
the:institutions at issue have already come to realize
the inevitis an.d recognize the need for change.

In short, while the Federal Government can remove
some institutional impediments by legislation and by
going after some of our major social struCtures with a
blunt instrument, it really is not vely effective in achiev-
ing' very major social and personal changes iri per-
ception overnight:

This fact lends even more lignificance to this con- '
ference and the upcoming agenda. It' seems to me that
a more effective tool tlian the heavy artillery' Of Federal .
mandates is through persuasion which can come from
strong examples provided by other systems in other
countries. Such4examp1es are very effectiVe in breaking
down institutional resistance and _establishing Aware-

. *ness both on the part 'of the health industry arid on the
part of women themselves as tO ,the potential arid the
Value of solving inequities for women in health.

I was impressed to see that every continent is repre-
sented at this conference. I think that is very important
because only through such broad exchange and dis-
cussion can the very bat examples be brought out and
made more visible and be used to play the role which.
I have just discussed. I think the approach of this
conference is excellent and I am sure it will be very
effective.

Let me say personally for myself, and on behalf
of the President, that we look forward to carefully
studying the reports on these proceedings.

I think it is criticatat the information and the
ideas generated from y r discussions be disseminated
widely throughout this country.

1)

23



The Status of Women as Health
Care Providers in the United States
Barbara Ehrenreich, Ph.D.
Author, and Associate
Women's Health Forum
New York New -York

As the fiist North American speaker Neel obliged
to impress upon our foreigirguests what1a revolutionary
step this conference represents, not only with 'respect_
to women and their status, but with. respect to U.S.
foreign policy as well. Thc guiding prinsiple behind
U.S. fereign policy seems, t6 be that the United States
has a'responsibility to* instruct' other. nations. in the -
correct management of -their econpinic; pOlitical and'
military affairs: It is unprecedented, to ;rnyk\nowledge,
for a U.S. governmental agency to'callkoget6r repre-
sentatives of-other nations, for gie,express puTose of
learning from them. I think4it, is 'very significant that
the idea for such an internationalconference originated
with a group of women within the U.S. Government.

When it comes to the subject.of-women and health,
though, I suppose we have very little choice but to
attempt to learn from others. We certainly have very
little to teach, except perhaps as a negative example I
can summarize the status of women as health care
providers in the U.S. very briefly: It is not good, and it
does not look any better by comparison to the situation.
in other countries. Whether we measure stattAin terms
of income or in terms of more qualitative,ftWors such
as control over one's own work, input into institutional
decisionmaking, or societal prestige, we find the same
thing: Within the U.S. health industry, women occupy
jobs characterized by lower income and less power and
prestige than those occupied by males in the health in-
dustry, and even within the same job category, *omen
receive lower incomes than men. The only exception
to this generalization about sex stratification in the
health industry occurs. in the case of minority group
males, who are concentrated at the very bottom of the
occupational hierarchy. This pattern of race and sex
stratification within the U.S. health industry has been
documented again and.againin tones ranging trom
academic resignation to feminist outrage.1

To say that women occupy a subordinate position
within the U.S. health industry is hardly to say anything
new or startling. After all, women occupy a subordi-
nate position within U.S. industry in general. Women
are_clustered_in loW-paying service and clerical occu-
pations, and are underrepresented in top professional
and managerial job categories as well as in the skilled

crafts.2 Within any particular industry or industrial .

sector, one will find an occupational hierarchy grossly ,
.

. parallel to that in health: White males in positions of
.maximum authority, and pay, _females and non-white

. males in positions of minimum authority and pay.
&it even against this background of job discrimi- .

nation "and.segregation, the situation of women in the
" U.S. health industry'stands otit in stark relief, for two

reaSons: Firit, . because the- health workforce is an
overWhelmingly female workforce. A:pproximately 75
percent of this nation's health "manpower", as the ex-
pression goes, is actually Womanppwer.8 Even by ts.
standards, this -represents an unusulky high degree of
industrial sex segregation. Second, the women in the
health workforce are, relative to the bulk of the women .
in the paid workforce in this country, a highly skilled'
and trained group. Thirtyktwo /percent of the job
categories in the health industry are among those
classified as "technical and professional"4 and even
the so-called unskilled jobs frequently involve the
on-the-job accumulation of invaluable experience and
skill. So it does not take much feminist sensitivity to
see that there is something unique about the health
industry: Here we have, a veritable ariny of female
workers, approximately three million, many of them
highly trained and/or experienced, dominated 'by a
tiny cadre (numbering about 400,000) of largely male
physicians and administrators.5

How do we explain this situation? Let me say at the
1- outset that there is nothing "natural" about it: There

IA nothing about human anatomy which dictates that
males should be physicians and administrators while
females should be nurses, technicians and therapists;
and there is certainly nothing about human anatomy
that dictates that the latter set of occupations should be

,subordinate to the former. We know that this situation
does not prevairin all countries and that it did not
always prevail in this one. In the colonial period and
the early days of the Republic, women served as
autonomous healersgeneral practitioners as well as
midwivesand in some States outnumbered male
healers.° Ann Hutchinson, the dissident religious leader
and founder -6f Rhode Island,--wasa--gengral-pracn-
tioner. Harriet Tubman, the Black leader who led so
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many slaves to freedom, worked as both .a nurse and a
doctor.7

It Could in argued that there, iS no...mystery about
the situation qf women in health, that it is simply a,re-
flection of the 'situation of 'women in 'our society in
Oneral. There is a great deal of truth to th,i,s argument:
Certainly the "family" of 'health workers reseTbles
nothing so clearly as the family itself, with women play-
ing subordinate and nurturant roles, men playing domi-
nant and instruinental roles. The only trouble *ith this
as.an explanation is that the modern "tfathily" or health
'workers is far more authoritarian' and patriarchal than
the actual Ame&ican family has been for many dec-,
ades,8 especially at - this point, ..with 437 percent of
martied -women working outside their 4homes." Of
course, the,medical system "reflects" the sexism preva-

# 8 lent in the society at large (how could. it do other-
wise?), but it seems also -to. entrate and intensify
that sexism.

t..

I would like to argue that what we see in health
is a kind of insiitutional sexlym w.hich reflects, not just
the, sexism which prevails in U.S. sociefY at large, but
he internal imperatives of the U.S. medical system. For
those of you who are'new to this country, let me. say
.by way of background that medicine in this country is
above all a private...business. It is loosely regulated,
sporadically subsidized or supplemented by govern-
ment efforts, but bi and large it is _left to itself like
any other industry within capitalist economy. As a busi-
ness, U.S. medicine has evolved, in the space of less
than 70 years, from what we could call a "preindustrial"
phase, characterized by the dominance of the physician
as an individual entrepreneur, to what we could call
an "industrialized" phase, characterized by a growing
centralization of resources in major medical institutions
and complexes of institutions.," I, will argue that the
subordination of women has been critical to the suc-
cess of medicine, as a business venture, in each of
these phases.

Women and Health in the Pre-Industrial Stage of
American Medicine

Let us look first at the "pre-industrial" stage in
North American medical history. II Here the American
story is very different from that which could be told of
most of the European nations. The U.S. had a long
history as a relatively und4'rdeveloped colony: There
were few univ ersity-trained people; and, until very late
in the 19th century. nothing that could be called a
medical profession. bile most European countries
had established, univ ersity-trained medical professions
for centuries, the U.S. had only a large number com-
peting "healers" representing various degrees of train-
ing and diverse philosophies of healing. (Actually,
until the early 20th century, medical science was not
sufficiently developed that university training probably
made any difference, anyway.)

The ancestors of today's North American medical
profession-were jusrone of-the manrcompefing heal-
ing sectsa group distinguished by its commitment to

a philosophy of healing called "allopathy'! and by its
demographic composition, almost 100 percent white,
male 'middle class to upper class. It is difficult from
today's vantage point to appreciate the difficulties thig
group, the self-styled "regular" doctors, faced in the
19th century: Not only ivas there severe competition-
from other varieties of healers, there was competition
within the swolleh Mnks of the regulars themselves. As
a result, the average "regular" practitioner enjoyed no
greater income than an ordinary mechanic of the
time.i2 .

. Now I do vot want 'to recount here the inte esting
story of how that beleaguered sectthe gular"
doctors ,of the 19th centurybecame the American
medical profession of the 20th ,century: How this
group, in alliance with the corporate ruling class
represented by the Carnegie and Rockefeller founda-
tions, ,managed to gain a legal mononly over the

, practice of medicine and establish, themselves as the
most autonomous and highly paid professional group
in the U.S." But what I do want to emphasize today
is that a great deal, perhaps a majority, of the compe,
tition which had to be eliminated was coming 'from -
women: Women lay healers and midwives, women
trained in competing medical sects (which, unlike the
regulars, had always welcomed females), and, in-
creasingly in the late 19th century, women seeking to
enter the "regular" medical schools. The point is this:
The struggle to establish the medical profession as an
occupational monopoly and the struggle to oust women
from healing roles were, in this country, completely in-
tertwined. Thus we find in 19th century medicine a
strain of sexism '§o virulent tha/ it continues to fascinate
male as well as female histOrians,14 and which has no
parallel in other Western countries." For one example,
let me quote Dr. Affred Stille on the subject of women
in medicine in his presidential address to the American
Medical Association in 1871:

Certain women seek to rival men in manly sports
. . . and the strong-minded ape them in all things,
even in dress. In doing so, they may command a
sort of admira'tion such as all monstrous produc-
tions inspire, especially when they tend towards a
higher type than their own."

Of course women were not actually ousted from
healing roles. At the same time that the emerging
medical profession was erecting barriers to the en-
trance of womet Blacks and working class people;
and campaigning for the abolition of midwifery, a new
health occupation was taking formtrained nursing.
In the late 19th century doctors were increasingly
being trained in hospitals. Hospitals needed to be kept
clean and orderly; patients needed to be cleaned and
fed. Women, at first upper-class women who were out-
raged by the filthy conditions in American hospitals,
stepped in to do the job, and stayed to train large
numbers of less affluent women as permanent "nurses".

-flecighng-nursmg-profeiffon-was-made to feel-that
It was only allowed in on the sufferance of the doctors,



and then only at the price of almost slavish obedience."
Even, so the doctors felt threatened by their female
'co-workers. The Journal of the American Medial-1"-N'
Association reported in 1901 that many doctors foUnd
the nurse ". . . often conceited and too unconscious oU
the due subordination she owes to the n-Mclical profes,-
sion, of which she is a sort of usefUl parasite." 28

The formation of the mofical and the nursing pio-
fession w're, in this country, complementary processes;
Where zthere 'had once been a single generalized
"healer", who combined both nurturince and tech- -

nique, there were* now two distinct occupations: one
cOnCerned with "caring" and maintenance functions,
the other concerned with "curing" and technical func-
tions; one female, the other male. This was a division
oNabor with immediate economic ramifications: The
skil4 which the physicians appropriated for themselves ,

w4revihinse which involved the visible use of technology
and science (surgery, the prescribing of medications,
etc.) and which could thus be most profitably marketed
as

.
comMOdities. The residue of skills left to the nursing

occupation Were those with a very low market value,
on a par,. at the time, 'with the services of untrained
domestic servants." Tints, in a society in tench health
care was (and remains) a commodity; anewhere hu-
man labor is also a commodity; the prite of which de-
teimines the social "worth" of any individual, the
medical division of labor automatically set Nomen.in
a situation of vastly inferior status.

Social Forces in the Reproduction of Sex
Stratification

RIN,

The basic pattern of sex stratification was eStab-
fished in this country by about the turn of the century,
in what I have called the "pre-industrial" phase: of:,the
medical system. Now I would like to take a quick look
at somp of the social forces which helped, to reproduce
this pattern until well into the middle of the, 20th
century.

First, something which again is more or less peculiar
to this country, the fact that throughout the 20th
century organized medicine has consciously and effec-
tively sought to limit entry to the medical profession,
by controlling medical school entrance standards and
by lobbying against Federal expenditures for medical
education. This policY has affected not only Women,
but all potential aspirants to medical-careers; and has
served, until quite recently, to limit medical education
to white maleew of upper middle-class family back-

,
ground.2°

Second, and less 'peculiar to this Country, is the
persistent hegemony of sexist ideology, i.e., the ideology.
that the social division of labor is determined by innate
psychological diffgences between the sexes: Women
are more motherly, therefore, they should take care of
children an people; women are good at repetitive
work, theref ey should fill the least skilled as-
sembly line j s omen are indecisive and emotional,

pilots or surgeons; and so on. We have all heard these

this
things Tahtlimes a we 'grew up;our lives as wanen
in any, C
ideology.

All this is familiar. The only thing I would like to
add is that, in this country at least, the medical pro-
fession itself has played a significant role in promoting
and reinforcing sexist ideology. For example, we find
in an 1848 textbook on obstetrics, "She [woman] has a
head alrnost too small for intellect but jueibig enough
for love." 21 For ekample, in 1877, Dr: Mord Clarke

hof Harvard Medical College published an influential
book in which he proved conclusively that higher edu-
cation would cause women's uteruses to atrophy.22
Then, moving ahead to the present, we find in a 1971
textbook on gynecology and obstetrics, . the following
statement: "The traits that compose the core of the
female personality are femininecparcissisrn, masochism,
and'passivity." 23

Or then there was the time; only tour years ago,
when Dr: Edgar Berman, a former surgeon and advisor
to Senator Hubert Humphrey, declared to the press
that wo are Ofit for positions of fesponsibility be
cause4i rinonthly "raging hormonal imbalances".24

Just two brief Voniments on this kind of medical
sexisrn. First, note the unabashedly' self-serving charac-
ter of all of these pronouncements. What these doctors
are saying, each in his own way, boils dowO to one
thing: Women cannot be' doctors. Once again, the
ancient fear of female competition: The other thing to
note, that whire each bhhese comments might have
bdin rhade by the average man on the street (correct-
ing for the Medical jargon, of course), they .were not.
They were made by physicians, Who are presumably
men of science. In the month of.a phYsician, bigotry,
superstition and prejUdice are all transformed into
"scientific fact". Thus the physicians have been in the
enviahle position of being able to publicly "prove"
that their dominance in the health workforce is only

411atural".2°
A final factor I would like to mention in the repro-

duction of the turn-of-the-century sexual division or..
labor in health is the failure of our Govpmment to
socialize significant parts of women's domdtic work
particurarly child raising. Throughout the 20th century
the U.S. Govenvent, has viewed day-care as an
emergency measure,' as in wartime, or as a service
needed only by "problem" familiesnever as 'a service
which shduld be guaranteed to all parents who might
wish to take advantage of it.26 Here again,1 should
mention the role medicine itself has played in making
day-care seem unnecessary'and even pernicious," al
though there is no evidence that children raised in high-
quality day-care centeri are in any way "damaged" or
"deprived".28 At any rate, in the absence of adequate
day-care services, women are prpically drawn away
from jobs requiring lengthy or intensive training, and
drawn toward the kind of low-Paying, often low,skill
jobs which allow for a marginal or episodic relationship
torthe-workforce°1Perhaps the-greatestrtragedy_thet,
cfse of those women who must support their families,

ntries. have been shaped by this



with or without day-care, but who, like all other
women, are treated as "marginal" employees. This is
the case for so many women health workeN, particu-
larly in thelower echelon jobs.) . .

Women in the "Industear Stage of U. S.-Medicine

So far I have desc ed the origits of' woinen's sub-
ordinate status in the re-indüstnal" phase of medi-
cine, and sketched soin the factors whiCh helped
to parpetuate that, suliordinate status, in the 20th
century. Now let IA turn to the contemporary situation,
which I .1ta've termea the "inchilstiialized" phase 'of
medicine in this country. _The "industrialization" of
medicine began in the 4930'S ahd accelerated itpidly
after World War II. It is a transformation whiclThas
been charactelized by: (1) The growing institutionali-

10 zatIon of the health care delivery system, with hospitals
and clinies replacing the solo praCtitioner's office as
major centers Oiealth care resources; (2).A trend to-
ward the centrITYrzation of power over local institutions
in the hands of a small number of major medical
centers.

Thus the health industry has been, in a sense, catch-
ing up with the Other sectors of U.S. industry: Health .

care is no longer a "cottage inaustry" dominated by
individual practitioners: The important unit of the
delivery system, the major medical center With ig
network of affiliated facilities, has come more and more
to resemble a typical capitalist busineis enterprise:
Though it is usually a legally "nonprofit" enterprise, it
does,-seek to generate a financial surplus which can
then be invested in further institutional expansion or
in extremely high payments to its top functionaries, the
administrators and fully-trained physicians.3° ,

In a way, I have exaggerated the extent of "industri-
alization" of medicine in this country. Most Americans
still depena, for their primary care, on individual prac-
titioners,. and the 'American Medical Association, the
voice of the individual practitioners, is still one of the
most powefful forces in U.S. health policymaking. But
for the purpose of analyzing the situation of women
workers in health, I have by no means overstated the

' case. Nurses were hastily drawn into institutional em-
ployment during the Depression, when the market for
home nursing dried up. Itday, three-quarters of the
natien's active nurses are employees of hospitals.31 Even
female physicians are more likely than their male
counterparts to work in hospital or group. settings, in
part due to the difficulties women often encottnter in
setting up their own private practices.32 For so many
Of the female job categoriesthe aides, kitchen work-
ers, specialized therapists and, technicians, etc.,there
has'never been a choice: These jobs exist only in the
hospital setting.

So in order to understand the subordinate position of
women in health today we must look, for a few minres,
at the organization and nature of hospital work. Today,

- in the "industrial" phase of' medicine, many katures
of--the organization 'of hospital, work are analogous

to what one would eipect to find in any sector of
modern industry: 0

First, there is, an elaborate division of labor. For
example, ocie New *fork hospital lists 42 pay cate-
gories of se *ce 'and maintenance workers, 35 types
of clerical w rs, and 38 types of technical and
professional pergonnel. And many of these are still
further subdivided into narrow subspecialties.33 Con-
trast this to the situation at the turn of the -century
when only three categories of workers could be found

hospitalsphysicians, trained nurses, and untrained
housekeeping aides. What has happened in health is
mutt' the same thing that has happened in other indus-

-)'-tries in the past 50 to 70 years: A progressive replace-
ment. of the more costly labor of a multi-functional. _

employee by the less costly labor of a less-skilled
employee. For example, many of the-original functioni
of the professional nurse have now ,been dispersed
among a host of more poorly paid employees: Ward
clerks, practical nurses, diet aides, operating room
technicians, nurses aides ancl orderlies, ed." Similarly,
many formerly physicians' lunctions have been spun
off theaper labor: x-ray technicians, clinical labora-
tory ifchnicians, inhalation therapists.

We 'should note right away that there has been a
definite sexual asymmetry to the,process by which labor
has ,been subdivided inL4thogpiral work. Professional
nursing, stripped'of many of its original functions, has
been left in an ambiguous add uncomfortable position
threatened from below by the functionally over-
lapping but cheaper practical nurses, but barred from
moving "up" without drastic redefinition of nursing
etlucation. For physicians, however, the situation has.
been totally different. Physicians have spun off frag-
ments of technology as these become routinized (e.g.,
taking X-rays), but they have also appropriated for
!themselves each neW high-technology function as it has
come along (e.g., cardiac catheterization). Nor have
the physicians ever relinquished certain functions
which, however -routine, have symbolic weight in the
eyes of the publicfor example, surgery of all kinds,
iommunication of medical information to pati4nts.
Finally, observe that as cheap labor replaces more
costly labor in .the health industry, that cheap labor 'is
likely to be female; for the simple reason that female
labor is universally cheaper than male labor in U.S. '
industry."

A second feature of hospital work which finds its
parallel in all other industries is the `concentration of
planning and intellectuariVork in a group which repre-
sents a decreasing proportion of the total workforce. In
1900, for example, physicians alone accounted for 52
percent of the health workforce; in 1970 physicians
and administrators together comprised only .1.2 per-
cent of the total." Yet there has been do dispersion of
their power to the growing army of lower-leskl workers.
Physicians and administrators (with variable amounts
of input from trustees) make decisions abdut overall
institutional Priorities, about the- deployment of reve-
nues and capital, about the. types -of care which will
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-be offered. The physician himself has, as he has spun
off functions, come more and more to play the role of
an executive or manager: His "orders" (for injections,
medications, lab tests, etc.) determine the work of
scores of other workers wha-are not expected to grasp
the.intellectual rationale for the 'tasks.they are asked
to perform, but Only to perform them reliably and
repetitively.

These tWo features of modern hospital workthe
minute division of labor and the concentration of the
intellectual Control of the work in a diminishing pro-
portion of the workforceare almost universal features
of work processes', at least in countries which have.
followed Western patterns of industrialization. As
Barry Braverman has demonstrated in his seminal
study of labor in U.S. society, neither of these features
of the work process is a "hatural'' or automatic result
of advanced technology. Rather, they are the result of
the conscious efforts of management to gain control
over the work, process, given the fundamental class
antagonism between workers and employers in capitalist
society.37 In many industries this "rationalization" of
the work process has gone much fartherto the point
where the labor of the individual workers is reduced
to a single repeated motion or set of motions, and all
intellectual control of the work process is vested in a
tiny elite of engineers and managers. In fact, by com-
parison to other industries, the work process in health
is far from complete: It has been impossible to fully
concentrate control of the work process in the hospital's
"executives" (physicians and administrator* And, I
will argue, it is for thiS reason that the subordination
of women in the hospital workforceas womenper-
sists and flourishes in the modern health workplace. -

Let me gjve just a few reasons why the "rationaliza-
tion" of the work process in health is necessarily
incomplete, at least in those areas directly involved
with patient care.38 First, there is the fact that the work
is inherently unpredictable: Patients .. do not always
have coronaries, or babies, on time or in the presence
of the appropriate category of health worker. This
means that whatever division of labor exists on paper
in the personnel manager's office is always 'vulnerable
to theeicigenCie of the actital Work 'Pratticat nurses'
very often end up doing what registered nurses do;
registered nurses very often end up Performing tasks
legally reserved for physicians, and so on. §econd, the
natute of the "material" (human beings) means that
lengthy prior study -is never a guarantee of on-the-job

,omniscience: The physician 'may know all about the
ionic -Composition of the patient's blood, but the. aide
who does the actual bedside care in most hospitals
may possess equally vital information about whether
the patient has eateri that day, or has become depressed,
etc. All knowledgOelevant to the work procesi. cannot
be concentrated M any one functionary, unless that
functionary is willing to do almost all of the work.
Finally, hospital workers are in general highly moti-
vated and committed to their workat least compared
to workers 'in the 'many U.S. industries which make

useless or destructive products. Most patient care work-
ers have their own understandings of what good patient
Care is, and many will try to achieve their standards
even at the risk of being 'discipliried for "insubordina,
tion". .:4*

So health work Carl never be -fully "rationalized4
along the lines developed,in other industries. So long
as the "material" is human beingtond not, say, auto-
mobile frames m ing along on teconveyor belt, it will
be impossible to r uc the work to assembly line pro- .

cedures and it will be z possible to fully separate man-
ual from intellectual effort. What this means is that in
the health industry there is a real problem of the
legitimization of authority: There are ,wOrkers who
feel that they know more, care more, and actually make
a greater contribution to the work than do the .mana-
gerial level workersdoctors and adrninistrators. There' 11
is the nurse who told me, "You could imagine a hos-
pital with no doctors. Everything would be done just
the same. But try to imagine a hospital with no nurses. -
at would be chaos. The patients would all flk, of
neglect." There is the nurse's aide who said tar the
administrators of her hospital ". . . say they wanti pa-
rid& care but they don't make it pOssible". Or, to look
at it from. the other side of the fence, there is the
physician in a Philadelphia hospital who was so out- (
raged by a nurse's suggestion .that he reduce a pre-
scribed dosage of medicaticin that he had her suspended
for insUbordinationalthough he had alreridy admitted
that the dose she recommended was correct! 39 Now
that is what I call a crisis in the legitimization of
authority! And recall that it is ultimately not . only
interpersonal authority, which is at stake, but the
power to allocate-money, to determine institutional
priorities, arid to dictate the conditions of work..

And with this we return to the situation of womeri in
the health workforce today, for I contend that the
"solution" to this pro lem of authority has lain in the
sexand racestradfi dim of the health workforce.
Sex and race stratification make the authority structure
seem "natural"even thotigh it is not justified by the .

nature of the work and ma9,-in fact, often be counter-
productive to good patient care. When a doctor speaks
to- a". female- underling (and- Most underlings are fe-
male), Pe is not simply one highly trained functionary
speaking to anOther, less highly trained co-workerhe .

is A man speaking to a woman. His authority, then,
doe not need legitimization throu, gh superior knowl-
edge, experience, or voinmitrnent to serviae on his
partit is built into the elationship. The relationship
between physicians and rses is particularly highly
"sexualized", perhaps because the tensions are par-
ticularly high in this case: Student nurses are sfill ad-
vised to use their "feminine wiles'4 to get their way with
doctors; direct suggestidits are considered out ,of or-
der." Bucsex and race stratification plays a legitimiz;
ing role ihroughout the occupational spectrum, as
sociologist Carol flrown writes;

Much of the "natural" behaviois between occupations
turn out to be based on the sex of the incumbent rather
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than the status of -the occupation. Male docto de not
treat male subordinates the' same Way they t t female
subordinates . . . Studiee of female doctors-show that they
often try to identify with their occupational authority and
are perceived as 'arrogant' in trying to get the saine assist-
ance from nurses and other women subordinates that the
men get automatically . . . Similar problems;erise with a
woman chief technician running a_partly male-department,
or a black therapist with white therapy aides:Male order-
lies often resent Orders 'given by 'female nurses. The be-
havior patterns seen in hospitals between, women and
men of different occupations are very *uch sex-status
patterns, just as the mterpersonal relationObetween blacks
and whites of different occupations are ricial relations.41

To summarize, I have tried to account for the suh-
ordination of women in the U.S. health industry by
looking for its Origins in the "pre-industrial" phase of
medicine, then at some;of the social factors which
helped to perpetuate the originalsexual- division of

12 labor and power, and finally, I y looking at the stabiliz-
ing role of sex strattficatioh in the contemporary,
"industrialized" health industry. A philosophical ob-
servation majr be in;order here: From a distance, the
ancient theme of mal_ premacy and female subordi-
nation; which nulh th' Ough almost all human cultures
in one form or hnother, seems to .be as unremarkable
and removed frOni history as the actual physical differ-
ences betweenihe sexes. But as we look closer, as I
have tried to:do, in thesartibulat case of health, we find
that male stiptemaCy ikiot just part of the monotonous
biological fiackground against which human history is
enacted-it takes different forms and plays different
roles in. different historical circumstanCer: In the 19th
century,4he ideology of male supremacy served as an
important weapon in the male "regular" physicians'
struggle against competing kinds of hCalers. Today the
sitUation IT entirely different: The physicians and ad.-
ministrators, who are essentially co-managers -of the
-health workplace; are sitting atop an ever broadei and
higher pyramid of so-called ancillary personnel, who
are almostentirely female. In this situation, the ancient
theme of male supremacy serves a new purpose: It
helps to buttress the pyramid and make it seem as if
this were the only "natural" way to organize health
work.

But things are already changing sO fast that I hesi-
tate to put anythini 'the OieSelitiefiSe: Largely-dad
to pressure from the Women's Liberation Movement, ,./
medical schools haveAleen admitting more and more
womeh in the last few years. And, in part becAuse of
the rising feminist consciousness in this country, women
health workers have been showing more and More
militance around their own needs and around patient
care issues. Nurses as, well as other health workers
are showing an increasing readiness to organize them-
selves as workers and, when necessary, to strike or
take other job actions to win their demands." With
growing,numbers of women in medicine and with grow-
ing militance among, all women tin health, sex differ-
ences will cease to be the automatic rationale for occu-
pational stratification, and sex deference wikcease to
be a palliative for class antagonism.

In fact, we may be entering a stage where women
4."

144f"

health workers find that thee greatest barrior to change
is,tiot so much sexism as it is the hierarchital 'sions
among women workers themselves. The principle which
has led to these divisionsthat of replacing cos* labor
with cheap laborautomatically engenders deep re-
sentments and anxieties. It can lead to a sterile pro-
fessionalism which uses the , banner of "feminism" to _
advance the status of a particulhr occupation group,
with little or no regard for sister workers 'iñ other
job categories. But, I thinlc,pand heri--I--MaY be- ve-rly
optimistic, that there is asroilitinicdnsciousness o this
danger among wonten int.health .today: A realizaljon
that, it is not only the dis4itintion of women within
the hierarchy which must be changed, but the hierarc
itself. A sealization that it is not only the role of won1ei
in the division of labor-which is wrong,hut the _division_
of labor itself.

I think that that is enough on the status of' women
in health in the U.S. We have a great deal to learn
from our international guests, both those of us .who
are% positions of power within this country and
those of us who are working for change from below.
We have a great deal to learn from the industrialized
nations whose governments, unlike our own, have taken
responsibility for health pare planning, financing and
organization. We have a great deal to learn from those
developing countries which have had to abandon the
typical Western patterns of organization of health
work, hecause they found those patterns inconsistent
with the optitnal delivery Of health care to large num-
bers g people. I should end by telling you that there
is one question that will be on the minds of many of
us, as North American women, as we listen and learn
from representatives of other nations, other cultures,
other political and economic systems. And that ques-
tion is: Can we hope to make the changes we would
likerto make in the health sector without nOking much
more profound changes in our society? Can we hope
for a health care, system that is both egalitarian and .
effective within the context of a social system which is
based on class, race and sex inequalities? And if not,
if more broad and revolutionary changes are required,
then we must ask ourselves*here do we start?
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...The Status of women As Heath Care
Providers in St4ected Countries
Women in Health: A View From Europe'

Margot Jeffery:, Ph.D.
Professor of Medical Sociology
and Director of Social Research Unit
Bedford College,
Lbridors, England

-

May I begin by saying how grateful I am to be in-
vited to 'participate in this internatiOnal seminar. It is
nearly a quarter of i century since my professional
interests as d social scientist first brought me into in-
vestigations of problems in t.he health. field. Since then
I have had the good fortune to meet many women and
men who have played a.significant Part in the planning,
administration, mbnitoring and delivering of health
serVices in their own countries. These interchanges have
performed two main functions as far as I, am concerned.
They have provided me with inf rmation about what
has been happening in the heal h services of other
countries which I can use to c mpare and contrast
with the experiences of my owii country; and they
have enriched my personal life with firm friendships. I
see this seminar as yet another occasion, and an im-
portani one at that, where I have much to gain in
knowledge, in insights and in friendships.

Barbara arenreich has provided an analysis of the
factors whict have affected the part which women are
now playing in the health services of, North America.
My remit is to conside7 how far the picture 'she has
painted is replicated elsewhere in the world, and, to
the extent that it differs, why this might be so.

I can only tackle this formidable task at a rather
general level. During the rest of the seminar we' will
become more specific and focussed. But before I begin

need to put .up .two general propositions for your
iatiaideriaro-n:

The first is that we are dealing today with values, that
is, with the promotion of policies which many may see
as dashing with their accepted systems of values. We

- are not dealing with absolutes, with over-riding im-
peratives, but with differing perceptions of the rights
and wrongs of promoting certain kinds of activities
and relationships and ridding ourselves of others.

The second proposition is that value§ do not emerge
from some superhuman force but are held and pro-
moted by individuals and groups. We have a duty to
reveal, not conceal the values which underlie our own
advocacy, as well as the values which sustain the
policies and practices of others of which we do not
approve and seek td change. In other words, we should
not be caught pretending that no costseconomic, so-
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cial and psychicwill be incurred as a result of change.
Some people, at least in the short run, will lose out 13
and perceive 'change we consider desirable as loss. For
example, for many women who have accepted and
adjusted to the role hitherto assigned them and who
find comfort and security' in a segregated sex role, it
will be disquieting to find that they can no longer
rely on the unqualified social approval of their peers
and those who through the mass media help to shape
public opinion. They deserve fempathy from the in-
novators who, as instigators of social change, acquire
the obligation to try to mitigate the distress of those
who are the passive victims of historical changer not
the arch villains of reaction.

Now let me return to the sWbstan ye issues raised
by Barbara Ehrenreich. Basic4ly, I believe that her
general analysis is right and that the recent experience
of technologically advanced industrialised countries, at
least in the capitalist sector, parallels to a considerable
extent that of the United States. Elsewhere, in both
the socialist countries of Eastern Europe and the de-
veloping countries 9f other continents, there a. also
similarities with the North Amerkan situation; but of
course there are also certain differences related to such
factors as the stage at which a country had access to
high technology, to whether or not it is Organised on
socialist principles, to the extent of the control exer-
cised over its economics by the erstwhile colonising
nations and to the. fact that at least _one__ of _these
countries is providing a 'role model for the develop-
ment of health services in non-aligned countries in
Africa, Asia, South and Central America which differs
from that offered by the countries of North America
and Western Europe. I do not feel able to comment,
except in passing, on 'developments in these' latter
countries, so I will consider prirnarily the use cif wcimen
as a human health service resource in Western Europe.

It is clear, for a start, that if we take the full range
of activities which relate directly or indirectly to the
maintenance of physical and'mental health, to the pre-
vention of disease and premature death, to the cure
of illness and the rehabilitation of:the disable4 as well
as to the care of the sick, infirm and dying, omen
almost everywhere perform all but ,a tiny portlbn of
them.
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We need to remember, too, that those who perform
most of this Work *re still not paid for doing it. It is
done by women in their roles of wife,4motlfer, grand-
mother and daughter. It is true that there has been a
growth in the size and complexity of the labour force
'working in formal organisations concerned with ,health
--which I propose to examine in a momentbut that
.growth has only partially been to substitute for the

_care-delivered _the_frameworlt_ of the kinship
network. The formally organised health services have
supplemented rather than replaced services delivered
by women to their' kinsfolk. Indeed, because the im-

. plat of highly technicalised medical services has been
to permit the survival Of those who in previous times
would not have, outlived a inassive cerebro-vascular

.insult,a cardiac infarctlbn or self-inflicted or accidental
16 injury, or a major vtal infection, it could be argued

that, on balance, Awe has been an increase rather
than a decrease in the services which kinsfolk'.are ex-
pected to render without direct economiq remunera-
tion, however inuch they may get in -the w4 of- psychic
rewards.

This Point is worth emphasising, because it serves to
underline some of the taken-for-granted assumptions

. upon which our social life is based. One of these is that
onlytactivities for which a payment is made are "work".
I haveoften felt ashamed when, in reply to my clues,-
tion, a woman met at a party or in a plane will stk
apologetically, "Oh, I don't work. I'm only a house-
wife", in a totally uncalled-for tone of self-depreciation.
I remember one such apologetic woman whit, had had
considerable difficulty in finding someone to replace
her for three or four hours once a fortnight in her
day-in-night-in task of caring for her highly disturbed,
mentally retarded nine-year-old.son, and another dixty-
year-old single woman who had given up a fascinating
job in her mid-fifties to look after her eighty year old
parents, one crippled with arthritis and the other senile
and incontinent. IncidentallY, the latter woman in doing
so had forfeited her own pension rights. Nor would

. she have in her own old age the possibility of an
, offspring undertaking such a service for her.

The question of how work is rewarded is indeed
. gemitt societies in feudal timest_income

usually accruedV the family unit and was often made
up of bartered goods as well as cash. Even in the
towns, uch productive enterprise took place in the
home. Wooten in. most peasgpt societies had no
prope y, they were themselves, iS a sense, the property
of the finhers or, after marriage, of their husbands.
Their 4ontribution to the productive enterprise was
only ac nowledged in terms of a share of the goods
produced or purchased which they could consume
food, clothing, shelter, and ornament.

As minufaituring left the home for the factory in
the industrial revolution of the late 18th and 19th
centuries, the new industrialists were eager to einploy
women and children because, socialised into submis-
sion to adult men, they weie *more readily exploitable.
Ironically, the campaigns which took place in the mid-

dle of the 19th century to exclude women from the
labour market were often 1conducted by the matt:
prosperous mill, factory, an4 mine owners, who stood
to gain if their smaller, l#ss profitable' competitors
were driyen out Of busines by their inability to pay
the rated paid to adult mei by the larger employers.
Not unnaturally they we also suppcifted by men
seeking to restrict the su ply of Cheap labour corn=
peting for their jobs. It p id both 'labour unions and
prosperous industrialists, ls well as landownitt stateP---
men to represent the Factory Acts as humanitarian
legislation aimed .to cease the doublowploitation of
womenin and outside the home; lEd, given die
double exploitation, it would be wrong to preseut-:
their gradual exclusipp from many manufactutinv
trades as entirely a cynical way, covered by liberal
rhetoric, of subjugating Viomen to men by restricting-
their rights to enter the world of work and particularly
the skilled trades.

It was not only in manufacturing that the new modes ,
of capitalist enterprise dithe 19th century in Western
Euiope and America created a great demand fOr
labour. The growth of the new capitalist dais and a
bureaucratic class to. administer the large industrial
enterprises, as well as the gowing volume of business
conducted by the State at national and local levels }ed
to the growth of service activities, particularly ut the
domestic level. Here, there was no campaign to restrict
the employment of women and girls, although the
convention developed throughout Europe, at a time
when differential migration of the sexes to the New
World and differential mortality rates were creating a
surplus 'of adult women, that a woman would retire on
marriage from paiii work outsida her domestic hearth,
and only re-enter it if forced to 'do so by penury in
widowhood.

By the end of the 19th century in Europe the need
for women of middle and upper class, as well as of
working class background to find their own means of
support through remunerated work was increasing,
particularly in Britain. A substantial proportion of adult
women could net expect to fulfill the societal norm
for women of marriage and support from a husband
in return for the performance of the tasks of sexual
accasib1W,761iild` antt-dblnestir tnanagernent

It 'is in this context that the entry of women in
large numbers to the growing health sector institutions
Mint be seen. One of the consequences of Florenea;
Nightingale's activitiesnot entirely unpremeditated
was to make nursing a respectable occupation into
which the growing number of 'middle-class parents
would not fear to send their daughters. If the latter
were not successful in the marriage stakes, at least
they, would have the security of a career in a sheltered
environment.

It was in this context, too, that women began to,
beat at the closed doors of the' educational institu.:
tions responsible for training the medical professio4
Throughout Europe the Universities; 'still nominally
Christian foundations if receiving increasing secular
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(profane) support from the State, and the bastions of
male privilege; were gaining a monopoly in respect of
the training of physicians. The more informal systems
of training doctors by apprenticeship attachments to
'apothecaries, 'although dying out, had also become
largely exclusive to males; and women, with the de-

_ velopment of teehnological instrumentation and anaes-
thesia, were also being ousted from ,the supervision if
not_from_the_carenf_theirlellow _women in child_birth,
As we .all know, it took the persistent efforts of a very
few braye women in both Europe and Noph America to
break doWn "the barriers; and courage certainly was
required to face the often obscene insults flung at
them by the backwoodsmen who opposed their admis-
sion to higher education in general and medical train-

._ ing and practice in particular. .

These patterns of occupational selection laid down
firmly in the 19th century throughout Europe have
been extraordinarily persistent ever since. -Matrimony
and motherhood are still perceived as the ideal 'career'
for women preceded by work for a few years in an
occupation which is oriented to providing personal
services (like nursing, or servicing business executives)
or to socialising children (like nurserycafinding or
school teaching). Since marriage and child rearing are
perceived as women's primary function, any other
aspiration must not be fulfilled at its expense, and
women who seek to fulfill other ambitions must do so
on terms laid cloy:7n by the employing organisations for
the convenience of men who, if they have offspring,

.have domestic support for them.
It is necessary to emphasise the continuity of societal

expectations because, of course, there have in practice
been some modifications in the sex composition of
health occupations during the last one hundred years.
Most of these changes have come about not primarily

-as a :re§ult of successful campaigns by women for
greater occupational choice or for the ending of re-
strictive. stereotypingalthough ihese campaigns have,
or course, played .a part in altering the climate of
public opinion about the legitimacy of women's educa-
tional and occupational aspirations. They resulted from
the needs of the economy for additional labour, par-

..ularly_duringthe ,yvithdrayial_of men from, ciyilian
work to the armed forces in the two major wars of
this century, and, in more recent years, for reasons
which I, propose to analyse in a minute.

To take the effect of wars first. In Britain before
World War I, tfiere were fewer than 500 women
physicians among 'the 25,000 registered medical prac-
titioners. In 1921. three years after the war, 10 percent
of all those in training were women; but this percentage
did mit rise ppreciably during the inter-war years. At
the outbre of World War II in Europe it was esti-
mated that nly 13 percent of all njcdical students and
perhaps 10percent of all practi rs (were women..
During the, Second ,World War, however, the prppor-
fion rose steeply 'to rather more than a quarter in
training and a fifth in iractice. Since then these propor-
tions have been consolidated, and not increased until

very rendy. In other EurOnean cqintries there were
comparable trends, . althatigh', the percentages might

differ. In* most of Western Euifipe and Scandinavia the
percentage of wbmen was and, is lower but is rising
rather. .mOre. rapidly than that in Great Britain, while
ig.tfie Skviet-Union and Eastern Europe it was and is,
much higher, but is falling ratlier,tfian rising.

The mechanisms by which only a restricted. num-
ber_a_wothen are admitted to tedicaLtraining_vary
from country to country; for ,.pmple, in Britain,
where ihe medical faculties themseiyes select students,
an informal quota system has been common device
and one which has not appeared tOo crudely, discrimi-

.nating in practice because the schools 'can show that
women who are courageous enough to apply are, no
more likely to, be rejected than are men, smce the
demand for admission is so high anion"; the latter.
(While no less numerous, the women rejected are better
qualified than the men in terms of educational quali-
fications). In Scandinavian countries and the Nether-
lands, on the other hand, where the medical faculties
per se are -not entitled to select, it is the Secondary
School attainment qualifications in science required
which suppress succesaully the number of women
entering the profession.

The mechanisms by which women who do become
physicians do not fill the most reArding posts in the
profession in proportion to their numbersand this
seems to be a feature of all European countriesis
also a subtle one. Briefly, despite their persistence
through the long training period women physicians are
not impervious to the social influence of the media
and their own reference groups whieh still persuade
them that matrimony and maternity are' desirable states
and that fulfillment of role obligations in these fields
must take precedence over those of the,;,professional
field. Hence, at a vital time from the standpoint of
post-qualification specialised training, the womanphysi-
cian who marries and has children is apt to lose out
compared with her male colleague. Moreover, despite
official rhetoric, little is done to compensate for her
disadvantages-. Arrangements have been made now
in some Ebropean countries to enable her to prolong
her residency training pp a part tirne basis; but few
hospitals make provisidti for creches and other 'WElyS
of helping mothers, and still fewer try to reduce the
workloads of male staff in order, to encourage, them
to share domestic and child-minding task's wiffi their
wives.

'Another effect of the two Wars was to suspend the
basic norm or presumption that women should not
combine marriage with employment. Married women
were encouraged to.return to employment, and nurser-
ies and 'creches were established to provide collective
care. for their pre:school children. These arrangements
were phased out after the wars and an attempt made
to reimpose the pre-war prohibitions in the public
sector on the employmsnaof married womenun at-
tempt which was not as successful after the Second
World War as it was after the First.



Incidentally, the. ban on married women* in local
a and national government employment in inter-war

Britain -was stippirted by single women who saw their
married sisters as ;apotential threat to their own salary
levels and promotionprospects. After the Second World
War the number Zit, Single women and the proportion
they formed of 411n women declined and the ratio of
adult males t9 ferrtales began to approach parity. The
changes in societaV---attitudes 'to the appropriate roles
and relationships of the sexes, and in particular
women's increasing willingness to assert their rights
to equality in marriage and employment,' which have
been a feature of the last two decades,) can perhaps
be best 'related to such objective facts as the more
even sex ratio in yotmg adults, the increasing popu-
larity of _marriage aft'd the younger age at which it

18 occurs in both sexes,:reducing substantially the num-
ber of single women available for employment.

You will see that the gist of my analysis is that the
increase in the employment of women which is every-
vithere apparent in Europe 'since the end of World
War II is lar4ely due to the substantial shift in the
employment poly relating to married women and
that, while its, has been welcomed by them, it was due
so much to their pressure on employers in demanding
access to wark, as to the diffi'culty met by employers in
expanding their labour force in any other way. It is
for this reason that women have to Te-enter the labour
market on terms favourable to men and not to women
who retain undiminished their domestic tasks.

One of the fastest growing employment fields in _
Europe as ..in the U.S.A. has been the health sector
of the economy. Since the ,Second World War it has. .

been politically expedient for all governments to ar-
t range for easier access to health services, irrespective

, of an individual's capacity to pay. Britain has financed
this access pretr&well entirely through central govern-
ment funds raised by generar taxation; other European
countries have used various forms of compulsory in-
surance to which governments and- employers as well
as individuals cimtribute. The.resulting expansion has

Almost everywhere taken pla4e maiUlY in the hospital
'sector of the health services.'Units have becotbe,ry-

tuoje.compfm Not onk does a modern hoSpital
require increasing specialisation of doctors ,f an in-r
cieasing number of specialisedopcupations t learry out
the technical side of rhedicat'diagnosis and';treatment,
to maintain the equipment and plant, and toprovide
nursing care and botel-type. services. .,,..,

,
In the full employment Which has characterised

Europe since World War II, it was difficult for health
service units to find sufficient' labour to keep pace with
the expanding.demand. Great publicity 'has been given
to the shortage of doctors, particularlyjn tee remote
nlral areas or the least salubrious indatriaP regions;
but the shortag of nurses and ch4testie staff have
been often ,even mreacute, resulting' in the closure
of wards or the,early dis arge of patients. They have
also resulted in the grudging illingness of European
countries to provide employment for temporary or

permanent immigiants from Third World countries.
One reason for the shortages has been that health

services have been reluctant or unable to pay their
employees the salaries which' could be obtained in
other employment. Employers have traded on the as-
sumption that those who work with the sick would not
take militant industrial action and would indeed regard
that work as a vocation where.thelatisfaction of help-
inf those in pain would substituteor the crass satis- _
faction of filthy lucre. Immigrant 'workers, unable to
secure employment or training in their Aown countries,
have been ready to step intohe breach. le is they who,
in countriei like treat BritaK,West Germany, France
and Switzerland, can constitute as much as a half of
all the junior hospital doctor force, and often more
thau a half of the nurses and domestic staff employed
in the hospitals. Not unnaturally, as guests and non-
nationals, these folk have been less willing than native
born.citizens either to organise themselves collectively
to,bring pressure to bear upon the authorities4o
Auve their salaries and working conditions, or to insist
upon a larger share in determining what work ,t1ley
do and. how it should be done.

These factors, as well as the traditional view of
womenshared unfortunately by many womenas
constitutionally less militant and more compliant, have
helped to sustaiu the traditional relationships,between
the medical profession and the other occupational
groups, in the health services. Nurses, on the whole,
for-example, have not challenged seriously the'clivision
of clinical v>ark between themselves and doctors and
have even Wen reructantperhaps ambivalent would
be a better wordto move away from "the doctor's
helpmeet" image in order to accept the government
proposals that they play a much more important part
in the management of health segices in ,and outside
the hospital at district level. It is perhaps significant,
if 'somewhat depressing, to find that the nurses and
laboratory technicians and oher hospital employees,
whohave been behind the increasing militancy of the
past few years in Britain, are mainly men who are
represented on the committles of the Trade Uniont
out of all proportion to their numbers in the health
service.

As you can TEe pi1üFi T TiaVe- 'dlawn of the
hospital sector in Europe is not a particularly en-
couraging one from the standpoint of either increasing
opportunities for women or of a more rational distri-
bution of work designed to benefit patients arid those
who contribute indii-ectly to the cost of the health serv-
ices in their role of taxpayer or insurance contributor.

The picture, however, is a little brighter outside the
hospital. In Britain ancLthe-Netherlands, in particular,
the concept of family doctoring and community care,
while seriously challenged in the euphoric days of the
1950's when highly specialised technologically sophisti-
cated medicine was thought "to .have all the answers,
has not onlysurvived, but appears to be gaining
ground. Indeed, there is evidence that young doctors
as well as informed constimers of medical care are.



becoming aware of the limits of the specialist services
we-have devised to deal with our ills and our dissatis-
factions. They are suggesting that patients ,and society
in general would benefit if there was a challenge to the
trend to "medicalise" more, and more of our behaviour
and to make the achievemint and preservation of so-
cial,well-being an arcane medical mystery.

In addition, general practitioners are now seeking
__active collaboration witk nurses, inidwiveshealth

'visitors and social workers to provide a more compre-
hensive service for their patients. Not all the working
arrangements that are made in these teams An be
unequivocally welcomed; some appear to be made for
the convenience of the doctor rathez than for the wel-
fare of patients. Nevertheless, the institutional basis
is being moulded for an extension of the role of the
nurse and social worker into a domain hitherto the
exclusive preserve of the physician; and reciprocally,
and not before time, for a broadening of the doctoes
understanding of human behavbur.

All the same I cannot feel that Western Europe
, today is on a sure path to the dual objectives of

allowing women to develop their full potential within
the health service and of providing a socially responsi-
ble service to all its citizens. We have in piecemeal,

J.
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incremental ways made some progress towards these
objectives; but there is still a long way to go, and for
accelerated progress to be madelve have to rid our-
selves of many deep-seated modes of thinking as well
as institutionalised rules'and regulations. Indeed, I am
inclined to think that we have more to learn from -
the experience of China and other socialist societies
than those countries have to learn from us. They,
too, rather than us, should_ be providing the _ models
for the Third Worldthe developirig counts* of Asia,
Africa and South America, where premature death is
still the major problem lacing the health services.

Clearly, no country can slavishly copy the provision
of another. A graft must always be compatible with
its host; but If we want to change 'The world as well
as understand it, we must be bold and prepared to.
consider ideas that those at the centrp of our decision- 15

making institutions are inclined to see as revokutionary
and alien.

I hope that this seminar will play its part in enlarg-'
ing our vision of what is possible and hence our de-
termination to break downihose barriers of entrenched
prejudice which still prepiit;.women from 'playing a
full part in. the promOfion.,;bf health and the control
of their own destinies.
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Approaches to Correct the Under
Representation of Women in the Health
Professions
A Look at the USAR
The Role of Women in the Public Health Care
System in the USSR

Piradova, M.D.
Chief Editor of HEALTH
Moscow, USSR

One rannot-assess adequately the role women play
in modern society without a profound long range
analysis Of economic, social, culhural, national, and-
historic peCuliarities in the development of each coun-
try: Wornen's role in the health care sector (the mOst
humane.cof all spheres of human activity) is an acute
problerrq with specific peculiarities. But it would be
wrong to\ consider this problem as merely a "technical"
one isolated from the general tasks of extending the
role of women' in all areas of life based on social and
economic equality, and providing opportunities so that
women would be able to- combine their functions as
mothers and tome guardians with socially useful work.

The health care sector in our country, is one of the
fields that well reflect the complex struggle of Russian
women for their right to play a well-deserved role in
society, to Utilize their strength and abilities:in the noble,

field of serving the people.
The path to a higher medical education for women

in Russia was hard and thorny. The formation of
women's higher medical schools dates back to the
sharp industrial upswing in the last quarter of the
nineteenth century, and was closely linked with the
revolutionary democratic movement which brought the

most progressiVe-minded women into its orbit.
The ruling circles were hostile to women's emanci-

pation but, influenced by public opinion, they were
forced to partially open the doors of higher education
establishments to women. Previously these had been
completely closed to women. ,

On November 2, '1872, "a specialized -four-year
course for training learned midwives" was oP,Oned. On
this memorable day, 89 young women crossed the
threshold, of this shrine of science. History placed a
great responsibility on their shoulders for they
pioneers who were to pave a new road for hu dred
and thousands of women in Russia. Only those wit
courage and inflexible will did not fail in the pursuit
of their aims.

The itrst graduates of the course had to go through
a lot; they had to overcome social prejudices, the
opposition of the authorities and often the opposition
of their relatives and friends. They proved to be effi-
cient medical. workers and rose to the occasion in the

Russian-Turkish war, -displaying courage, self-sacrifice 2

and dedication.
The following is a quotation from a military medical

inspector's report to the commander of the headquarters
of the Army in the Field: "The students of the
Women's Medical Doctor Courses who were sent t9
the Army in the Field at the very beginning of ,the
campaign, demonstrated zeal and a conscientious 'ap-
proach to their duties. Delivering surgical and thera-
peutic aid in hospitals, they came up to the expectations
of high medical Atuthorities in this first experience. The
selfless work of women doctors in the midst of danger,
hardships and typhus (to which many fell victim) ,drew
everybody's attention and it deserves distinction ind
award as the first instance of the utilization of women
in tnilitary service."

In spite of the fact that the work .of the first women
doctors was so highly esteemedettneiCifeal mire had
to be done before their activities were officiallY recog-

nized.
"On February 7, 1878," writes A. N. Shabanova, a

graduate of the courses, "the first women doctors were
born in Russia de facto, but not de lure: they calie
into life without any rights or titles, and not before
another five years passed were they put on thd list Of
doctors who were entitled to medical,practice in Russia.

"4 new modus vivendi was in store for themafter
their struggle for knowledge they ha& to begin their
struggle for the utilization of Aheir knoledge . . ."

And in thig field too,cithe Russian womett gained
ground, having proveu by their work that they were
able to iolve 'the mdst complicated medical problems
and achieve complete success in their inofession.

In 1876 the "specialized course" was transformed
permanently into "women's medical doctor courses"7---

the flirt medical higher education establishment for
women In the country. During the,ffifteen years of their
existence they trained and gradudted 691 doctors.

In 1897, thanks to:othe 'efforts and donations of ,the
progressive publio of the country, tho Women's Medical
Institute in St.-Petersburg was founded. This appeared
to be a ver)i important stage in the development of
women's access to higher education. It was a stimulus
for the 2:peniW6f s'pecialized wonien's medical higher

.
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education establishments in a number of other cities
such as Kiev, Kharkov, Odessa anq\Ekaterinoslav.
Later, women were allowed admission to medical
departments at univet4ities throughout the country. In
1913, the number of women doctors totalled 2,800,

'or:10 percent of all the doctors in the country.
In pre-tevolutionary Russia, there were more women

doctors than in any _other country in the world, but-the
total number of doctors was not sufficient for elemen-
tary halth care delivery. Apart from women doctors
of Russian and Jewish backgrounds, there were a few
women doctors who represented other nationalities:
3,2 Armenians, 13 Lithuanians, nine Latvians, seven
Glergians, three Moldavians, two Belorussians, two
Tarters, and one Kirgiz. There was not a single
Ukranian woman doctor' in the country, nor a Uzbek,

22 an Azerbajahn, a Turkman, a Kazakh or a representa-
tive of many other of tbi more than '100 nationalities
in the 'conntry.

As to the medium-grade medical staff, tar utiliza-
' don in medical care delivery started as late as the .

middle of the nineteenth-century. Ini.01844 the Trinity
Community, which specialized in training medical
nurses, was organized in St. Petersburg. One hundred
and twenty medical nurses (who for years and years
were called in Russia, the tender-hearted sisters)
from the Krekgkozdvizhenskaja Community went to
Sebastopol, theltrimean theatre of operations. They
were headed by the great Russian surgeon N. I.
Pirogov. This event may be considered as one of the
landmarks of the ,histog of nurse /raining practices
in Russia.

_ These 120 nurses found themselveNn most difficult
conditions in the besieged city, but were equal to the
situation and selflessly fulfilled their professional duty.
Their activities echoed not only in Russia but also
abroad, and this fact contributed to the organization
of the International Red Cross Society. It also brought
about the extension of the niirse training system:
from 1875 ihey were officially put on hospital staffs.

In 1854, women were granted an opportunity to
take up a feldsher's profession, which is a category
of medical workers peculiar to our country. Feldshers
are doctors' assistants who are more competent and
trained on a higher level than nurses. .

The third category of medium-grade medical staff, ft,
midwives, were also trained in specialized schools.

The extension of the health care sector and the
growth of' the network of hospitals, urged the expaniion
of medium-grade medical stcff training: by 1917
medium:grade medical staff, totalled 46,000; nearly
all of them women.

Social and economic transformations that took 'place
after the victory of the October Socialist Revolution,
radically changed the social position of women in, our#
country. The legislative secnrity of complete equality

c40:1" of women in all areas of political and economic life
and' the purposeful activities of the state aimed at fully
providing these rights, determined the ever-growingrole

1

of women in soCial production, in the development of
'erice, culture and family life.

e were able to do so due to the solution of a num-
iber of social problems. Laws were adopted that guaran-

tee protection of women's labour, including maternity
leaves and favorable eonditions'and privileges for ex-
pectant mothers before and after childbirth. In our
country, paid maternity leaves tomes to 112 calendar
days,_ and the motheris entitled_to_an_additional_leave_
until her baby is 12 months old, with her place at
work preserved and her continuity of service mind&
rupted."

The establishment of the system of constant medical
attention for, children, the network of, children's pre-
school establishmentscreches, 'kindergartens, exr
tended day classes at schoolall these measules 'lifted
a great deal of responsibility from.vinen and enabled
them tq successfully combine Motherhood with 4readve ;-

work. In. this respect one shouldn't,underestimate the
steps taken by the state aimed at buil* p*Itc
ssrvice establishments, catering facilities, etc.

The health care sectpr became one of the most
inviting fields for women. During the fifty-Odd years
of the recent development of our counny, thy have
gained a dominant position id-this area. This h storical
experience in Russia was, important, for it oved
through women's: participation, in decisionmdcing in
Soviet public health servieesthe adequacyt aiM.com-
petence of women' in all branches of medicine.

There is no dmibt that the decisive factor' in AO
extent to which women in our country were brought-
into. the system of public health services, was the utter
reorganization of the health care sector on a. totally
new ground. Our society became fully responsible for
the protection and strengthening of the health of the
population.

The single state health care system is free of charge
, and available to everybody. This fact totally changed

the character of the doctor's activity, freeing him of
the necessity to secure his finarwial position at the ex-
pense of his patients and thus making his relationships
with his patients merely professional relationships.

The organizational form of the work of doctors and
mid-level medical personnel has also changed. The
establishment of a' wide network of out-hospital health*
care establiihments' (health centres, out7patient
specializedprophylactic centres; etc.) turned doctors. es
well as other medical workers into members of one and
the same collective, united in ,a well-equipped medicel
centre which provided complete utilization of the rich
arsenal of diagnostic and treatment methods. The rights
and responsibilities of. medical workers are precisely
regulated and the volume of work and woiking hours
are strictly fixed.

The fixed workinqipurs of a doctor in a hospital
(in-patient services) come to 6.5 a day; in a polyclinic
(out-patient services only) 5.5 hours a day. The work-
ing day of roentgenologists and of some other special-

.ists is limited to 5 hours a,day.
Every doctor -in our country, in any branch of the



medical profession, has opportunities to consult special-
ists and more competent colleagues in other branches.
They are entitled to all necesahry information and to
participation in all refresher programs.

there are other factors, of no less importance, that
attracted women to the health care sector. These in-
clude opportunities for snajoiing in the field one
chooset, for constant credtiiie prOgress, and fixed wages

L-and-working_hours.Anothetlact r_that caused women's
active involvement in this area w s an expansion of the
system of higher medical education in the country.

'In pre-revolutionary Russia, doctors were trained A
17 university medical departments. The annual number
of graduates was less than a thousand. The country
was very poorly provided with doctors; there were less
than two doctors for every 10,000 people.

The health care sector of the young Soviet State
experienced an acute shortage cif mid-level medical
staff The situation regarding medical personnel was

y: tragic in national republics, since they had no
thççllal education establishments whatsoever. The task
was not only to extend the network of medical higher
education establishments, but first and foremost, to
establish such institutions in national republics and in
remote areas of the country. .

During the first five years of Soviet power, 16 new
medical departments were opened in the cOuntry:
Progressive-minded Russian professors and tiachers of
the.leading universities of Russia took an active part
in the organization and formation of these departments.
In subsequent years, the network of medical education
establishments was extended and improved. The open-
ing of higher education establishthents in national re-
publics and remote areas of the country, free-of-charge
education, and grants for studentsall this attracted
representatives of the native popylaticin and women to
the higher schools.

As time went on, women beeime the main bulk of
practical doctors and later, the main bulk of professors
and teaching staff of medical institutes (university
level) and the medical research institutes which were
opened in national republics. Today, there are 92
Medical higher education establishments which graduate.
annually about 50,000 specialists, moSt of whom are
women.

The system of secondary specialized medical educa-
_ cation has greatly expanded. There are 656 medical

and pharmacological secondary schools With an annual
graduation rate of 140,000 (including feldshers, mid-
wives, laboratory technicians and roetgenotechnicians).

The problem of training and continued education of
medical personnel was and is most important in the
Soviet public health care system. The constantly grow-
ing network of curing-prophylactic establishments,
polyclinics, consultation centres, specialized prophylac-
tic centres, sanitary-epidemiological stations, etc.,, the
growth of the network of in-patient hospitals (the num-
ber of hospital bedi in 1973 Came to 2,866,000 or 114
beds for each 10,000 people), the extension of the
number of health resorts and sanatoria (the number of

sanatoria and resehonies in 1973 came to 5,548 with
9,527 beds), the extension of prophylactic work to a .
certain contingent of healthy and sick peopleall these
factors demand a constant flow of all categories of
medical workers into the public health dare sectar. At
present, over five million people are employed in the
Soviet public health. services. The overwhelming ma-
jority of medical workers, 85 percent, are worien.

The number of doctors in 1973 came to 7,667,000
(306 doctors per each 10,000 inhabitants); 5,368,00 ji
are women (70 pettent of the total number Of
tors). What is worth emphasizing is the fact that ip
the national republics, where as late as fifty years ago
there was not a single woman doctor, today the ma- ,
jority of doctors are women;

Thus, in the Kazakh, SSR women doctors 'number
70 percent of all doctors; in Armenlat.71 percent; in- 23
the Kirgiz Republic, 67 percent; 57 percent in both
Uzbekistan and Turkmenia; and in Tadjikistan, 56
percent.

The number of mid-level medical personnel in 1973
came to 23,688,000 (94.4 specialiits for each 10,000
people).

1111973, the public health services sctor employed:
1,152,000 medical nurses; 5,225,000 feldshers; 243,000

, midwives; 995,000 lab technicians; 78,000 feldsher-
nidwives; 438,000 :asSistant sanitary .docton and
epidemiologists; 292,000 dentist technicians; and
28,000 radiolOgist technicians.

Among the qualified mid-level medical staff, the
overwhelming majority are womenmore than 99.5
percent of the nurses and more than 85 percent of
the feldshers. Womed are also dominant in pharma-
cology; in 1973, there Were 568,000 pharmacologists
with' a higher education diploma, and 1,336,000 with
a secOndary education diploma.

It mist be said that in the fdture as well, women will,
prevail among the medical workers, la the Soviet
public health sector. This statement may be illustrated
with the help of the following figures: in the 1973=74
school year, women comprised.56 percent of the total
number of medical students at higher medical schools;
and in secondary schools, 88 percent.

Describing the role of women doctors in practical
medicine, one should underline a tendency, which is
evident in the Soviet public health care- system. as_well
as in most countries in the world: A progressive ten-
dency toward the exte sion of Specialization. At pres-
ent, 51 doctors' sp alities are officially recognized in
the USSR.

What particular s seem attractive to women?
Before answering this question, we must underline the
fact that the choice of a medical profession, as well as
further specialization, is determined by the wishes,
abilities and inclinations of the would-be doctor.

Bvery medical institute in our country has a Faculty
of Therapy, Sanitation and Hygiene, a Faculty of Pedi-
atrics, a Facuffy of Stomatology, a Medico-biological
Facalty, and agFaculty of Pharmacy. So every applicant
to a higher education institution makes a choice from
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the vety beginning as to his future activities. Each
department has its own specific curriculum and syllabus.
t For example, the curriculum o( the Faculty of
Therapy contains a two-year :course of nyedico-
biological subject.t, a three-year clinical training, a
one-year "subordinatura" course in therapy, surgery,
obstetrics and gynecology (in one of the branches of
the student's choice). After graduation, a yoting doctor
wOrks for a year in a curative-prophylactic establish-
ment as an intern, mastering one orthe above men-,
tioned'specialties or a narrower specialty. Later, the
doctor is entitled to work in the branch he has chosen,
with an obligatory further training; the length of this
hither training and the volume of work is fixed for
every specialty individually.

In the Soviet Union, a state system has been de-
veloped on the further training of doctors. They un-
dergo specialization at institutes and faculties of further
training of doctors, and in large regional and city
hospitals. Doctors who have little or no experience in
the branch they have chosen, must take a course of
primary specialization. Doctors who have experience in
the field, undergo a further improvement of their quali-
fications at institutes of the further training of doctors.
There are 13 institutes of this kind in our country.

The improxement of doctors' qualifications is being
exercised 'also through the clinical two-year "ordi-
nature" attached to higher education establishments
and to institutes of further training of doctors. The
teaching and scientific staff for medical institutes is be-
ing reinforced mainly through the "aspirantufa" system
at the medical higher education establiShments and
research institutes. That's a three-year course.

The survey on the distribution of women doctors
in specidlties was made in the Russian Federation, the
largest republic, where more than 50 percent of all
USSR doctors work. The results of the study showed
that more than 30 percent of women doctors are
specialists in therapy (therapists, infectionists, cardio-
yheitmotologists, endocrinologists, haemotologists, phys-
loaerapists, gastroentorologists, etc.). Of the total
women doctOrs, 17.7 percent are pediatricians, 9 per-
cent obstetricians and gynecologists, and 6.2 percent
stomatologists. Nearly 6 percent of the women doctors
specialize in surgery. (surgeons, oncologists, traumo-
tologists, orthopaedicians, cardio-vascular surgeons,
neuroprgeons, etc.). The survey shows that 3.7 per-
cent of women doctors are phthisiologists, 3.3 percent
roentgenologists& 3.2 percent ophthalmologists, 3.3 per-
cent laboratory doctors, 3.0 percent neuropathologists,
2.7 percent otolaringologists, 2.4 percent psychiatrists,
2.2 percent medically qualified sanitarians, 1.9 percent
dormatovenereologists, 1.9 percent bacteriologists, and
1:8 percent epidemiologists. Nearly 2 percent of
women doctors specialize in public health administra-
tion.

The above data, characterizing the professional ac-
tivities of women doctors, testifies to the fact that a
considerable numberover 60 percent specialize in

therapy, pediatrics, obstetrics-gynecology, and stoma-
tology.

Branch of Medicine

Pediatrician, obstetrician-
gynecologist, cardio-rheumatol-
ogist, endocrinologist,
laboratory doctor,
bacteriologist
therapist, infectionist,
ophthalmologist, haemotologist,
dietician, physio-therapist

neuropathologist,
otolaryngologist, phthisiologist,
stomatologist, remedial physical
culture doctors, ECG doctor,
gastro-enterologist, doctor-
statistician
oncologist, phychiatrist,
rouelitdnologist, medically

samtarian,
nepbrologist, doctor specializing
in the health education of the
population
cardio-vascular =peon, health
care organizer, toxicologist,
patho-anatomist
anaesthestologist-reanimator
surgeon, traumotologist-
orthopaedician,Annlogist,,
chest surgeon

The highest percentage (93.3 percent) of women
doctors specialize in pediatrics, the lowest (24.9 per-
cent) in neurosurgery.

Over the last decade, there has been no considerable
change in women's specialization in different branches
of medicine or within each branch. We' may assume
that the professional structure of women doctors in
our country has stabilized, and we do not expect; at
least in the coming decade, increases or decreases.

Women play a considerable role in the development
of medical science and training of medical versonnel.
In pre-revolutionary Russia, there' were occasional
women among scientific and teaching personnel. During
the years of Soviet power, the situipon has radically
changed.

In 1974, 33,415 women doctors worked in the field
of medical science and higher education establishments.
That amounts to 51 percent of the total number of re-
search workers and scientific teaching staff at institutes.
Of this number, 'there are: 20 academicians and cor-
responding members of the Academy of Medical Sci-
ences (10 percent of the total); 1,946 doctors of.
medical sciences (31 *cent of the total); 18,382
candidates of medical scienceq (50 percent' of the to-
-tal) ; 1,028 professors (26 percent of the total);,and
12,714 docents (40 percent of the total).

It's worth noting that the share of women research-
ers and teachers 41 medical higher educational estab-
lishments is larger than 'the avetage for the whole
country, where the total number' of "women scientists
comes to 40 percent and the number of women doctors
and candidates of sciences comes to 14 percent and 28
percent respectively.

Today 42 research and higher education medical

Percent of Women Doctors

over 90 percent

80 percent40 percent

70 percent-80 opercent

60 percent-70 percent

50 percent-60 percent

over 10 percent
30 percent-40 percent



establishments areheaded by women. The correspond-
.ing member of the Academy of Sciences of the. USSR,
physiologist Natalya Bekhtereva; heads the Academy's
Thstitute of Experimental Medicine; the Institute of
Rheumatism is headed by Valentina Nasonova, ffie
corresponding member of the Academy of Medical

Sciences,*-
The leading academician V. P. Filatov's Institute of

Eye Diseases and Tissue Therapy is directed by the
Hero, of Socialist Labour Academician of the Academy
of Science of the USSR, Nadezhda Puchkovskaya.
Anastasya Shiskova heads esearch Institute of
Hygiene.

Many women scienn ts have en distinguished by
receiving higkaat1516-arawards for en. activities. There
are many women medical work among Lenin and
State prize winners. These hi ly .esteemed titles are
awarded for invaluable ribution to the develop-
ment of national and 'rid science. These prizes have
been given to the fo owing distinguished scientiits:
virusologist Elena Go nevitch, pediatrician Julia Dom-
brovskaya, microb. logist Gita Kagan, biochemist
Maria Brazhnikova, neuropathologists Alexandra Kol-
toyer and Ludmila Bragina, hygienist Elena Vorontsova,
virusologist Antonina Shubladie, and h5tgienists Natalja.
Tarasenko and Angelina Guskova; Many Soviet women
scientists are members of foreign academies and scien-
tific societies.

We don't think that the picture of the versatile ac-
tivities of Soviet women would be complete if we did
not dwell, at least in part, on their role in public health
administration. In our country, public administration
at all levels, from a rural medical post to the USSR
Ministry of Health, is exercised by doctors..

The administrator of any curative institution or
public health establishment does not fulfill merely ad-
ministrative functions but is fully responsible for the.
quality of curative and prophylactic care, for the se-
curity of high standards in the delivery of all kinds of
medical assistance, and for the fulfillment off the
planned health improvement measures aimed at reduc-
ing morbidity and improving health among all popula-

.tion groups.
Through their work, our women doctors have proven

their ability to solve the most difficult problems in
health administration. The statistical estimations show
ihat the share of women in'health administration is
increasing.g In 1926, 1,200 women headed various
curative-prophylactic establishments. In ten years, this
number increased to over 6,500, and in 1959, as many
as 23,000 women were engaged in health administra-
nen. At present, women lead public health_ establish-
ments at all levels and more than half of the curative-
prophylactic establishments are headed by women.

For many years Maria Kovrigina, an outstanding
organizer and presently director of the Central Institute
of Further Training of Doctors, held the post of Min-
ister of Health of the USSR. Irina Blokhina, director
of the Gorky Research Institute of Epidemiology and
Microbiology, is also a deputy to the Supreme Soviet

4 2

of the USSR, heading the Commission of public health
care and social securi in the Supreme Soviet of the
USSR (which is the West legislative body of our
country).

Hundreds of women hold leading posts in the Min-
istry of Health of the USSR and in ministriei of
national and autonomous republics. Women head re-
gional, city and district health care deFirtments; they
administer large hospitals, sanitary epidemiological
stations, diSpensaries, ambulance stations, ambulance
plane stations, health resort establ*ments, and medi- -
cal and sanitary units at industrial enterprises.

Twelve women are Vice-Ministers at Ministries of
Health of the USSR and union republics; three women
hold post:s as ministers of health in autonomous repub-
lics, and 48 head main' departments and departments
at ministries. 2.;

Women play a considerable role in the leadership of
the medical workers trade union. Nadezhda Grigoryeva,
who, for many years was Vice-Minister in charge of
the protection of inaternal and child health in the
Russian Federation, is now chairman of the Central
Committee of the Medical Workers trade union. The
Red Cross and Red Crescent Society in the USSR is
headed by Nadezhda Troyan, a woman who distin-
guished herself in the partisan movement during the
Great Patriotic War and was awarded the title of Hero
of the Soviet Union.

In this year of 1975 when we celebrat9 the -30th -

anniversary of the Great Victory over fascism, we re-
member the unparalleled heroic exploits of Soviet
women medical workers at ,the front. Thousands and
thousands of women doctors, nurses, medical instruc-
tors, volunteer nurses and orderlies participated in
action arid kept their difficalt watch in military hospi-
tals.' Orthe combat units, 21.7 percent were women
doctors while 41.7 percent of the doctors in field
mobile hospitars and 54 percent in the evacuation hos-
pitals were women. Their military services fortheirL--
country were marked, with high governmental awards.
The title of Hero of the Soviet Union was'conferred on
17 women mediCal workers. Scores of thousands of
women were giliavded military orders and medals of the
Soviet Union.

Women medical workers are higl4 respected inhour
country'. The people and the state appreciate their
work. The high title of Hero of Socialist Labour has
been awarded to 49 women doctors. The honorary
title of "Merited Doctor of the Republic" has been
conferred on over 7,000 womenI Thousands of women
working in the health care sector have been decorated
with governmental awards for their services.

Summary .
Extensive enlistment of women in the Ting in

social activities as a whole, and in the health care
sector in particular, became possible as a result of
granting complete social and economic equality to
women. This social and economic equality gave women
opportunities to develop creative abilities' as well as



opportunities to combine their social work and family
duties.

The condition that determined an extensive and
rapid Inclusion of women into the health care sector
was the transformation of our country's pdblic health
service system on a radically new. basis.. The creation
of the single public health, state system, the extension
of the wide network of cdative-prophylactic establish-
ments (which became centres of highly skilled medical
care), all this totally changed the activities of docWrs
and medical persohnel.

Replacing doctoesvindividual practice in private
consulting rooms with collective work performed by
a group of specialiits, mhose work is planned and
volume of work is strictly fixedbrouglOthe activities
of medical workers into a framework quite acceptable

26 for women.
The effective solution of the medical personn el prob-

lem was made possible by the establishment of an
extensive network of higher and secondary medical
education institutions An the national republics and
outlying areas of the country. Universal compulsory
education, free tuition at all the educational establish-
ments, the extension of the network of medical edu-
cation establishmentsall these factors provided a
massive flow of all categories of medical personnel,
including women and representatives of native nation-
alities into health care services.

The experience gained in our country has convinc-
ingly proven the possibility of a sharp increase of health
care services in a short historicil period. Women's ac-
tive participation in solving comprehensive problems
of protecting people's health was one of the prerequi-
sites of the progress achieved in this field.

In the USSR, experience has proven not only the
possibility and expediency, but also the effectiveness of
women's activities in medicine. Life itself has proven

that in any field of health care and in any medical
branch, women can reach the highest professional
level ahd successfully solve any theoretical or practical

' mediCal problem.
The survey on .the professional orientation of &lc-

tors in the USSR showed that there are branches of
medicine whiph women prefer, though there is not a
single branch in which women do not major. Over
the, past decade, the distributicfn of ween doctors
among different specialfies has stabilized. Considering
that one% 'choice of specialty is determined on the one
hand by the specific character and demands of the
specialty, and on the other hand by the inclinations
and' abilities of every doctOr, one can conclude that
the existing distribution of women doctors in specialties
meets both the health care requirements and the in-
terests of specialists' themselves, who have chosen the
most acceptable field for their professional activities.

The progesa achieved by the Soviet health care
system, particularly in training medical personnel, poses
new and iznpottant problems. The key problems are
as follows: a further improvement of . higher and
secondary medical education; elaboration and realiza-
tion of programs providing a more effective additional
training of doctors; more rational utilization of medical
workers labour; 'equipping all categories of medical
worArs with up-to-date methods of prophylactics,
diagRosis and treatment.

The improvement of the quality of prophylactic aid
curative work depends ,first and forerndst on tfie tech-
nical equipment of the health care establishment and
on the perfection of organizational forms which pro-

-i-ride optimum conditions for work and creative activi-
ties for every specialist. The solution of these problems
is the main concern of the entirestate system of public
health services, in whtch women play the dominant
role.
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It is with a degee Of diffiaence, if not trepidation
that I engage on the thOrny path of discussing a paper
that touches both on the Soviet health systear and on
women in health. It is sometimes said there are no
experts on the Soviet Union, only varyitig degrees of
ignoiance. Perhaps the same might be said, at least
in this country, on the involvement of women in health
services. A glance at the official program listing the
participants indicates, without much doubt, that men
are here as much in a minority as they are in the
Soviet health service. And yet, the performance of that
service in the ,last half century or so has demonstrated
it could :operate rather well under those circumstances;
perhaps: the first lesson that, can be learned is: it
can be done. It is striking, indeed, to note the degFee
to which we are all captives of culture-bound'stereo-
types which often become self-fulfilling prophecies. For
the average American, the picture of the typical, physi-
cian is that of a fatherly looking, white-coated grey-
templed gentleman. After a few days in the Soviet
Union, which I have visited six times in the last twenty
years and where, incidentally I met Dr. Pira4ova in
10-61, the piefiiie-i§-quite-differenr-The -"doctorv- is-a-
motherly-looking white smocked woman, her hair usu-
ally covered by a white round hat. Indsoed, whin the
publisher of my first bobk "Doctor and Patient in
Soviet Russia" submitted to me a choice of pictures on
medical subjects from the *Soviet Union to grace the
book-jacket, I was pleased to find' one in which a
pleasant Woman doctor, holding a stethoscope, is con-
versing with a bare-chested, robust young man, tower-
ing at least half a head aboVe her. In the background,
barely visible between the two figures just described,
there is another woman, sitting at a desk, reading what
looks like a case history.. Whether, she is a nurse or, a
physician I am unable, of conrse, to say. But the con-
clusion is inevitable: in tfie Soviet Union, medicine
is largely a female domain; in the United States medi-
cine is prechiminantly a ,male preserve, and has been
ever since statistics have been _kept. In the' two coun-
tries, however, physicians excepted, health personnel
tend to be largely feminine.

The magnitnde of the difference in the proportion
of men and women physicians between the two coun-

tries has been charted in Figare 1 which I havecom- 27
piled from available American and Soviet statistics.1
It seems evident that at no time in American history
has the percentage of practicing women doctors ex-
ceeded ten percent, about the same proportion that

Figure 1: Womenin Medicine, USA and USSR,
1913-1970 (in percentages of all physicians)-
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obtained in Tsarist Russia immediately before World
War I. It is true that around 1950, the percentage of

-Americanwomen - completing_their_meclical studies
briefly went over that figure (presumably an echo of
the Second World War), but that trend immediately
reversed itself, then started to climb again slowly in
the mid-fifties (though still remaining below 10 per-
cent). Of late, we have been able to witness a rise in
the admission of women medical students (the figure
surpassing 10 percent around 1970) and still climbing
toward 20 percent. At Harvard Medical School, in the
last two years, about one-third of admitted students
were women. The Soviet picture is strikingly different,
as Dr. Piradova and as Figure I indicates. From 10 per-
cent of all physicians in practice before World War I,
the percentage steadily increased until it'reached a level
of about 76 around 1950, and then peaked and slowly
decreased by what looks like a quarter of a percentage
point annually. The figure still remains at' about 70
percent, or more than seven times the equivalent
American figare.'

It is my impression that the proportion of three-
fourths women in the medical profession was the
result of a specific configuration of circumstances in



the history ofithe Soviet Union, and that this percentage
will not be maintained in the future. Indeed, as Dr.
Piradova informs us, in the 1973-74 academic year
only slightly more than half of the 'Soviet medical
students were women (56 percent). This trend was
confirmed to me in the course of my mott recent visit
to the. Soviet Union (May-June 1975) and it is quite
likely that with such an admission poliCy, within 20
to 25 years (depending on the attrition rate), we shall
see in.. the SoViet Union a medical contingent about
equally divided among the sexes, which might be the
way it ought ,to be after all. On the other hand, it is
not unlikely thaPthe percentage of American women
in medicine will *Continue to increase as pressures for
equality make themselves felt on admission committees.
And thus, in a decade or two, that rather wide gap

28 between the proportion of women in medicine in the
IIUnited States and the Soviet Union; may well be closed.

I also believe that the most impressive increase in the
number of physiciani in the Soviet Union in the, last
half-century Or so has been due to the massiVe influx

s- of -comen into medicine, particularly in the light of
ihe competing demands for personnel in the technical
and military occupations, and the devastating losses .
both in extraordinary mortality and in birth deficits
incurred by the Soviet Union as a result of the First

World War, the two revolutions of 1917, "the foreign
intervention, the civil war, and the Massive epidemics
of the early twenties; in addition, the 'dislocations at-
tendaht on rapid industrialization and collectivization
of agriculture; and the incredibly traumatic impact of
the Second, World War on the population, and par-
ticularly tas in all the previously mentioned events) on
the male population.

The excess mortality of the Second World War has
been estimated as more than 20 million men (the
majority in the productive and reproductive ages), and
the birth deficits also at about 20 million. I think
thuslhaLin_additionioideotogic_atand claim:al Won,
there is an important. demographic variable (not
operative in the USA ) that helps to explain the massive
entry of women into medicine in the past.

Dr. Piradova mentions a figure of 766,700 doctors
for 1973 (of whom 70 percent are women). It should
be pointed out that this figure is not .strictly comparable
to-that of physicians in the United States. I assume that
Dr. Piradova means what is usually labelled in Soviet
tables as "doctors in all 'specialties, excluding the mili-
tary". This figure is thus inclusive of .physicians, of
stomatologists (i.e. doctors with a dentil specialization)
and demarassistants _called in Russian,4"dental doctors"
(zubnie vrachi), who do not Have a higher education.
It is thus necessary to discount the number of doctors
"in all specialties" by 10 to 13 percent to obtain,
ph,ysician figures that would be. comparable to, that of
the United States. This would then reduce the supply
of 30.6 physicians per 10,000 to about 27 physicians
per 10,000; a figure which. is more than 50 percent
higher than the corresponding one in the United States.
I have traced the data 2 in Figure 2.1 is interesting
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to note that although the number of physicians in the'
United States increased 2.5 times from 1910 to 1970,
the number of physicians per constant unit of the popu-
lation remained more or less stable between 1910-
1960 (and indeed went down in the twenties).
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Figure 2: Medical Density, USA and USSR;
(physicians per 10,000 inhabitants), 1910-1970
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It is only tter 1960 that the availability of physi-
cians relative to the population in the United States-be-.
gan to rise. It should be noted that, to some extent, the
increase in the supply of physicians in the United States
is due not only to an increase in the number of medical

hools and medical graduates (an increase of abont 25
percent in the last few years).- but also to a large
influx of foreign born and trained physicians (FMGs),
a. minority of whom consists of Americans trained in
foreign medical schools. Thus, if we we:re to compare
domestically trained physicians in the two countries,
the discrepancy would be even greater. I have pointed,
otit that the increase in the Soviet Union' would no0
have .been possible without large number of women
entering into medicine. Would it not make sense, in the
American context, to replace foreign trained physicians
(whether Amerioan born or foreigntom) by American -
trained physicians, and emulate the Soiiet example by
drawing more boldly on womenCto increase our sup-
ply of qualified physicians? One bottleneck in this
country,. if I read it correctly, is not in the lack of
qualified or motivated applicants ocboth sexes to the
medical schools, but in the lack of educational facaities.
To remove that bottleneck would necessitate either an
increase in the number of medical schools, or an in-
crease in the number of students in each medical
school.

To follow Dr. Piradova's figures the 92 medical
schools of the Soviet Union turn out about 50,000
graduate& annually. This comes to an average of 543
per medWal school, a number that mott American
medical, educators would find excessive. But it should
.be pointed out that included in that figure are the
graduates of the different "faculties" in their schools,
i.e., of the different tracks of therapy, ganitation and
hygiene, pediatrics, stomatology; medico-biological, and
pharmaceutical. Thus, the class size in each facult*
must be considerably smaller than the figure I men-
tioned. Incidentally, Dr. Piradova states that every
medical institute has all these facilities-twhich I do not
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believe is correct. A medical school may have all of
2:112ese, but in practice most ,of them do not.5 In 1967,

,

pnly three medical schools had all five faculties; medico-
- :biological was not listed then.4 But nevertheless, the
7;quantitative progress in the sheer number of physicians

has been most impressive.
Indeed, between 1913 and 1970 the magnitude

_Ocrease in the number of physicians (excluding stoma-
tologists and dental technicians) has been almost 30.
Before World War I, the United States had six times as
many doctors as Russia; in 1975, the Soviet Union, has
about twice as many doctors as the Uri' ed States. In
terms of supply per population, or m 'cal density,
the Soviets caught up with the Americans ound 1950,
and left them behind in a typical "scissors" situation. It

-0 possible that the Soviet figure is still an under-
inumera4on since physicians counted exclude the mili-
tary whdfeas the population base includes military. At
any rate, this is what permits the Soviet Union to claim
the highest "medical densi " in the world.

These are, of course, gss fieres: they tell us noth-
ing of the distribution of physicians over the territory
of each nation, the number of physicians available for
primary care, the living and working conditions of
physicians and income lev,els.

On this question of income levels, it may be of
interest to note that of twenty-four occupational groups

Aisted in a Soviet statistical handbook for 1973 5
"health, physical culture and social welfare" and "art"
were listid as having the lowest average monthly pay
of all. At the same time, of all occupational groups
listed in the, same handbook, the "health physical
culture and social welfare" group had the highest per-
centage of Women (85 percent). The income figure (in

): roubles). ,...wa& p.o as against' a )1ational lett for all
occupations of 134.9: Thus, tbe average for all those
employed was one-third higher than for those in health,
physical culture and social welfare. ,

Andustrial_workers (of all types) earned an_ average _

of 147.2 or fifty percent more than those in health,
etc. Those listed as "engineering-technical workers"
earned more than twice. The problem *th the "health,
etc." figure used here is that it aggregates data for
three different occupations, and',that within e health
occupations, pksiCians certainly earn more than the
99 roubles lis&. But not much more; probably some-
where around 120 roubles. It might be interesting to
see whether an increase in the intake of men into
medicine will be accompanied by an increase in the
income levels of health personnel, and physicians in
particular. I believe there is a move afoot in the direc-
tion of a general wage increase for health personnel.

It also seems that both countries face similar prob-
stlems in moving and keeping doctors in the rural areas

(and hence the importance of the.feldshers). I would
also be inteiested in knoising a bit more about the
'representation df women in the medical system. For
examPle, Dr. PiradOva mentions Dr. Kovrigina, a
former Minister of Health (1959-1964). She is the
only woman who, in the course of more than a halfif

century of socialized medicine, occupied the top. na-
tional position in health. She mentions 12 women as
vice-ministers of health for the USSR and union. repub-
lics. This means a total of 16 ministries (one for the
USSR, and one for the 15 republics). .

On the assumption that each minis* has at least
four or five Vice-ministers, the representation of women/
there is considerably snuffler than their proportion
medicine or in health in general. She mentions that
10 percent of the members offfie Academy of Medical,
Sciences are women: if we breWihis-intolull members
and corresponding members, I '.'the former
figure would be closer to 4 or 5 percenethan to 10
percent.6 These are not meant td ddwngrade the
tremendous strides of women in the health services; it
is only to suggest that the percentage of women in .

medicine is not constant throughout the health system. 29

Dr. Piradova presents an interesting picture of le
percentage ottwomen in different specialties (as well
as the distribution of specialties among woigen doctors
themselves). I note that 60 percent of all women doc-
tors specialize in therapy (general medicine), pediatrics,

. obstetrics-gynecology; and stomatology. We also note
that among all doctors women constitute over 90 per-
cent of those specializing in pediatrics, but one-fourth
of all those in surgery. Dr. Piradova also point's to "a
progressive tendency towards the extension of speciali-

-
zation, towards the extension of doctors' specialties."
I am riot Sure of the meaning of the word "progressive"
whether she meant a "gradual" or a "positive" develop-
ment. i.e., whether the term was descriptive or norma-
tive. I suspect, from the context, that she. meant that
the increase in specialty practice was normatively de-
sirable; that it was a good development. Let me inter-
ject here a note al/Ambivalence: it seems, at least
within the United StrEs context, where specialty prac-
,fice has proliferated without much planning or fore-
ihought, that many are beginning to realize that an in-
creashigly specialized medical proai-Sloff-bas
backs in that access to. primary care is -decreased or
phased out, the patient's care is "fractionated", the
emotional and phychological needs of the patients,tend
to be lost in the shuffle, and the integration of increas-
ingly narrow medikal outputs into a comprehensive
medical product becomes problematic.

I want now to turn to certain structural aspects of
health services in the two countries, and to some con-
siderations that may bear on the involvement of women
in these services. If we use the basic polarity of econo-
mists between a Vmattet" and a "command" economy,
and apply it to the health system, we might, at a very
generalized level, defme the American health system
as primarily a "market" health system and the Soviet
one as a "command" health system. Historically, medi-
cine (in contrast to elementarS7 and secondary educa-
tion) has developed in the United States within an

, entrepreneurial ideology and professional optic in which
the physician having invested a great deal of time,
effort and money in acquiring a rare good (his knowl-



edge and,skill), S'ets himself up in practice and !gets a
return on his. investment. °

It is true that he often offered his services to the
community on a -Odin* scale basis., Ithink the true
meaning of the .word "liberal" pipfession is that the
professiOnal 15iutonomous; he is not, pail of an organi-
zation, neither is he salaried. He gives his services on'
a fee-for-service basfs...:*.,system like this operates
largely within the framework of sul3ply and demand,
and is quite coitsistent With a laissez-faire ideology.
Historically, this pattern was prevalent in the ,XIXth
century, and in the first-half of the XXth.' The ideology
still lingers og, althbugh objective conditions have made
a great deal of it obsolete.

The "command" model, is the one...Primarily obtain-
ing in the SoViet Union. In that model,: the state as-

, 30 sumes the responsibility for 'providing preventive and
clinical services to the population at a publia service;
that service results froin planning ,at all levels of the
society, integrated of course with -econontic planning
and development at the national level,, 'and tied to
available supplies of financial and personnel resources.
The system, furthermore, is ;fundect thrOugh general
revenues (mostly taxes) rather than on 'an insurance
bases (with actuarially determined riits);- and medical
facilities are the property of 'the nation (or, administra-
tive divisions thereof); and practically all health per-
sonnel become salaried state employees. It is precisely
the "organized" nanire of the Soviet V health ,system,
and the fact that almoSt all physicians' are s6ite em-
ployees that permits the 'regiine to control the' aggregate
bill V the society wIlit pay for its health services; and
particularly the bill it Vwill pay for ,personnel. '

Under present conditions, V,such control would tt
impossible to implement in the United'Stafes, Basically,
the Soviet health Service has become bureaucratized,
using the telt not in the usually pejorative -tone Vthat
people reserye for it when ,faced with the red tape that

--bureaucracies generate (whethertitese-bureauciacieste-
public or private), but in ;the, sociological sense used
by Max Weber as the' most effective' and -rational way
to administer or manage serviCes. One bf the charac-
teristics of the involvement.of, employees in a biireauc-
racy is the specifie nadire of their employment, their'
duties, and their responsibilities. .

I was struck that on "two occasions, Dr. Piradova ,
came back to 'the strictly regulated nature of the
physician's work in the Soviet Union: "The rights and
responsibilities of. Medical workers are preCisely regu-
lated and the volume of work and' working hours are
strictly fixed." Toward the end of her paper, she comes
back to, that point by saying, among other things, that
the doctors' work' is "planned and the volume of which
. . . strictly fixed." She also stresses:,

"There is no doubt that the ektent to which .

women in our' country were brought intO the sys-
tem of public health services may be attributed to
the decisive factor of the utter reorganization of
the health care sector on a totally new ground."

Toward the end,, she also Compleinents the concept of

"(he planned nature of the doctors work by stating
that it be the "replacement of the- doctor's individual;
practice . . by collective work performed by a group -
of specialists . . . (which has) brought the activities of ;
medical workers into the framework quite acceptable
for women".

I submit that these statements are relevant to an un-
derstanding of the nature of medical work today and .
the involvement of women in it. What Dr. Piraddva
suggests is that it is precisely the reorganization of
hearth services that makes it possible to involye women,
on a large scale. Thus, by implication, she contrasts
the medical practice of the solo private practitioner as
one that ig not compatible with other rolekwomen are
called upon to perform. By contrast, the ideology Of.-
the private practitioner of the type I described aboyel,,".
was that his profession was his total life (or almost)'.
He was expected to be available at almost any tfillte
of day or night, to be on the breach, so to speak, 24
hours a day. . . . seven days a week: That he was, con-. ,

stitutes an important justification for the prestige and:-
the psychic and financial rewards the doctbr was able',
to garner. Although by definition a private practitioner,
in fact he often was a public servant. That under
contemporary conditions, less and less physicians are
willing to work under those conditions is quite clear. If
I can read the sign* correctly, in the Western world
more and more, phySicians are beginning to practice'
in group settings, i.e. Vie settings that increasingly, and
for a variety ,pf reasons will conform to the tureau-
cratic model outlined earlier. That physicians of both'
sexes increasingly seem to prefer a regulated practice ,-

-with segmental time responsibilities, with fairly.
predictable and steady income, and with deñite time
off for family, study, recreation 'and vacation i4 con-
sistent with trends in industrial societies. It arguethat
there may be forces in the medical systent in the United
States that will lead to changes the direction of

-a-pattern already seen in- the--USSR.
And I would further argue that, o the' degree to

which it moves into that_ "organized" direction, the
greater will be its ability to draw women into it. In
other words, die more organized a medical system, the
less it conforms tathe solo private practiCe "unlimited"
model, the more wilI it be able to- provide satisfactory
employment te women (and to men also) by making
it possible for those in medicine to have a well-rounded
life outside of their occupational responsibilities. This,
incidentally seems to be borne out, for example; in
studies conducted in France indicating that women-
doctors tend to concentrate into salaried positions and
into certain specialties where hours are regular and pre-
dictable, rather than in community general practice.

The involvement of women in medicine thus high-
lights the problems,inherent in any society where there
is a differentiation between "home" and "job", a situa-
tion certainly not common in agricultural 'and fairly
simple societies. The need to "commute" between the
two settings in the industrial society, the removal of the
corker or professional from his or her home surround-
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ings has serious implications for "parenting" functions
and indeed, these implications, have traditionally tended
to affect women much more than wen because of the
extension of child-bearing to child-rNing functions.

As someone once said "Isn't it marvelous that as
soon as a child is born, it finds a mother right here, on
the spot, to take care of it". The question of the combi-
nation of parenting and work is particularly critical in
professions such as medicine. A woman physician who
would take ten to fifteen years tr raise her children
would find herself much 'more handicapped when re-
turning to her occupation than someone in an unskilled
or low-skilled occupation. Hence, the 6ritical impor-
tance of making it possible for professionals to be able
to.be parents and professionals at the same time.

Although one might argue that "fathering" is just
as important as mothering and that the child be taken
care by others (thereby releasing the parents for work
in the economy) the whole literature on the psycho-
logical consequences of maternal deprivation indicates
some important cautions of the degree to which early
child-raising can be completely delegated to a group
of piofessional people. (Incidentally, the parental func-
tions mentioned here do not have to be performed
by the biological parents). s

Tkese are far from trivial questions; they have to
do with the manner in which the health system, the
family system, the socialization process and the total
social system are interdigitated. I am interested in
learning that Soviet sociologists are increasingly paying
attention to these issues. Thus, we read that the follow-
ing conclusions regarding professional women were
drawn froM a special symposium on the "Productive
Work of Women and the Family" in Minsk (1969): 7'

I. Women have fewer opportunitie's for the development
of their personalities, for cultural and social activity,
for increasing their specialization, or for devoting their
time to innovation and invention% ..

2. Women cannot fulfill their function or 1,ririjiig up
their children and controlling their conduct to the
degree that they must, which leads to children being
left virtually unattended to and lowers the general
level of the family's educational endeavor.

3. The physical and psychological fatigue of women
creates a negative psychological atmoiphere in the
family, lowers the vgeneral tone" of family life, causes
conflicts and fights between the spouses, reduces the
resistance of the family to other pressures, and is one
of the major causes of divorce.

4. . . . the contradiction between the vocational and
family roles of the women constitutes one of the major
factors influencing the lowering of birth rates, above
all in the cities and the republics in which women's
vocational activity is widespread...

5. The above-mentioned contradictions are sometimes re-
solved by women giving up their vocational pursuits.
According to the USSR census; there are more than
10 million women capable of work who do nothing
else but take care of children and the household, a
large part of whom have vocational training. Thus,
there is no return to society on the resources which
have been spent on the vocational training of these
women ...

I also think that practici* every Soviet time budget
study shows quite clearly that compared to men, women
have much. less leisure time because of their double or
triple duties as members of the work force and
housewives-mothers. This may also.account for the
fact that women physicians in the Soviet Union work,
on the average, work about 40 percent less time than
their male counterparts.8 Soviet women doctots tend
to work a regular number of hours.(6.5, 5.5, or 5 per
day as the case may be) and then stop working,
whereas their male counterparts apparently work an
additional half Shift. (If this is the case, and if this
applies to the two nations, then it stands to reason
that the amount of medical acts produced by the two
professions must take account of the different sex
ratios, one with 70 pescent women, the other with
90 percent men). 31

Finally, I would like to hear more about certain
delicate problems, for example, the handling by women
doctors of sexually sensitive areas. I am thinking, for
example, of the American stereotypes of what a m*
physician is entitled to do to female patients, and the
problems inherent in the otvosite. For example, a
report of the Student Task Force of the Joint Commit-
tee' on the Status of Women at Harvard Medical, Public
Health and Dental Schools, entitled "Obstacles to
Equal Education at Harvard Resulting from Sex Dis-
crimination" 9 mentions a common- coMplaint of
women medical students in that they are not adequately
taught how to examine the male genitalia and inguinal
region. And the report goes on to state:

Although male students may receive equally poor
teaching they have an advantagesociety defines
the male doctor as the one who may examine.
Should the situation of -a female doctor examining
a male patient's genitalia be inherently more awk-
ward than that of a male doctor doing a pelvic?"

--There-are undoubtedly-many-other-issues-that-should--- --
be examined and discussed in a conference of this
type. A half century of Soviet experiment both with
socialized medicine and the utilization of women as
doctors should not be ignored any longer. I grant there
are many areas in which our two societies are quite
dissimilar in the area of medicine and health. On the
other hand, I believe that the similarities are fairly.,
large, and.are likely to increase as the delivery o:health,
care gets to be increasingly complex under the 'dual
influence of increased demand for services and the
increased availability of bio-medical knowledge and
technology. These are factors that transcend ideology
and politics, and in which a convergence phenomenon
can be sighted. Since the Soviet form of medical care
delivery resembles, in my opinion, the general form
toward which the health systems of industrial nations
seem to be evolving, perhaps more can be learned by
the Americans from the Soviets than the other way
around.

If a generalization can be made, the United States
has distinguished itself in the post World War II period

4 8



by its achievements in the generation of medicl and
health-related knowleage. The Soviet Union hs dis-
tinguished itself by its large scale experiment in the
delivery of such knowledge to its population. e-can
have something to learn from each other, bo in les-
sons of what to adapt, what to adopt, and what to
avoid. The employment of women in the Sol?et health
system is thus one lesson-that we ought to sludy much
more carefully than we have up to now.
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Dentistry as a Career for Women in the United
States:
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lean E. Campbell, D.D.S.
Practicing Dentist and
Past President of Association of
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Dr. Piradova has given us an interest,ing and in-
formative presentation on the public health care sys-
gm in the USSR and the role women play in it. The
system she has described differs markedly in many
ways from health care delivery in this country. My
discussion will concentrate on the specific health care
field 'with which I am most familiar, that of dentistry.
Not being an authority on dentistry in Russia, my
comparisons between the profession in that country
and in this country will necessarily be limited.

Dentistry in the United States is a separate and
Aistinct profession rather than a specialty of medicine
Was it is in Russia and many other countries. The first

chartered dental college in the world was.the Baltimore
College of Dental Surgery, founded in 1840. It was
followed by the Ohio College Of Dental Surgery in
1845 and the Pennsylvinia.College of Dental Surgery
which opened in 1856. 'At the present time, there are
58 dental schools in operatiOn with a total enrollment
of 20,146 students. Currently, there are about 127,000
licensed dentists in the country. In the 135 years since
the establishment of the first dental college, American
dentisry_las_becomeTsynonymous with_excellence_and
quality the world over.

Now, let us consider the American dentist.Most
of you are probably thinking of a man. This really
isn't too surprising since 98 percent of this country's
dentists are men. There are many people who have
never met a woman dentist, let alone been treated by
one. And yet, why should this beespecially when
women dentists have been around for a long time.

The first recorded woman dentist in the United States
was Lucy Hobbs Taylor. In 1859, after a ten-year
career as a teacher, Lucy applied for admission to a
medical school in Boston but was turned down because
she was a woman. One of the medical professors ad-
vised her to take up dentistry as a career instead since
it was much more suited to a woman. Taking his
advice, Miss Hobbs sought an apprenticeship rather
than admission to a dental school.

She applied to nearly all the dentists in Cincinnati,
but all declinedmany being afraid it would hurt their
reputation if it became known they had taken a female
apprentice. Finally, she was employed by a dentist

7'

who taught her both operative dentistry and basic
science. Then in 1861, she applied to the Ohio College
of Dental Surgery but was again refused because of her
sex. So she did what most dentists of that day didshe
opened an office without a license. After several years
of practice in Iowa, the State dental, society invited
her to join its membership. At that time, the s'ociety
passed a resolution which read in part:

Resolved, that the profession of dentistry. . . . has
nothing in its pursuits foreign to the instincts of
women, and, on the other hand, presents in almosf
every applicant for operations, a subject requiring
a kind and benevolent consideration of the most
refined and womanly nature.

That was quite a statement for 1865!
Lucy was finally accepted by the Ohio College of

Dental Surgery, graduating in 1866. In 1867, she
married James Taylor whom she taught dentistry.. They
practiced together in Lawrence, Kansas, until his
death in 1886. Lucy continued to practice another
24 years, however, until she passed away. in 1910.

_This_ rem ark a lx1 e. NornanAad_ _or ac deed:dentistry for
nearly 50 years and had forged the way, for other
women to be accepted by dental schools..

There have been many other outstanding women
dentists over the years despite the fact that there were
very few women denists at all.

The first textbook on pedodontics, entitled "Opera-
tive Dentistry for Children," was authored by Dr.
Evangeline Jordan. Dr. Jordan, an 1898 graduate of
the University of California, Dental School, practiced
in Los Angeles from 1899 to 1929. Along with
another Los Angeles woman dentist, Dr. Minnie Proc-
tor, Dr. Jordan has been called Pre "Mother of
Pedodontics".

Dr. Gillette Hayden of Ohio and Di. Grace Rogers
Spalding of Michigan were the co-founders of the.
American Academy of Periodontology. It was their
preliminary work that brought together the 18 charter
members in 1914. Of these 18 charter members, seven
were women! Dr. Spalding later served as President
of the Academy and from 1930 to -1949 was the
Editor of the Academy's Journal.

n
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In 1917, seven young women studying dentistry at
'the University of California in San Francisco, decided
to form a dental sorority for women since the men
students had their fraternities. They called it Upsilon
Alpha and within nine years there were eight chapters
in Chicago, Minneapolis, Los Angeles and elsewhere.
Over the years, it has continued to grow in member-

-ship. '

Then in 1921, twelve women dentists decided to
establish an associationan organization by which
they could come together for friendship at the annual
meetings of -the American Dental Association, a time
when they had felt lonely and out of place by them-
selves. Thus, ,the Association of American Women
Dentists came in to being during the At:1.A. meeting
in Milwaukee. The first President was the distinguished
pedodontist from California, Dr. Evangeline Jordan.
The time was obviously ripe for such an organization=
twq years later when it met in Cleveland, the 12 had
'Own to over 200 members. In 1924, Dr. Gillette
Hayden served as President and, in 1927, Dr. Grace
Spalding, held the office. Over the years, the Associa-
tion of American Women Dentists has been active in
promoting dentistry as a career for women.

In 1929, the well loved and distinguished Dr.
Hayden died an untimely death due ta cancer. Dr.
Hayden had been a professianal'ivaMan.of the highest
order as well as a skillful cliniCian
She was the great-granddaughtei Of: Dr. Iidice.Hay-'
den, the co-founder of the Baltimare College of Dental
Surgery, but she left her own Mark cin:dental, history:
At their 1930 meeting, the AssaCiiitiOti of -AmeriCan
Women Dentists wished to honor the meMory Of this
'great member. Thus, it was that the Gillette Hayden
Scholarship Loan Fund was started. Dependent on
voluntary contributions, it grew slowly, partieularly
during the Depressian years. But as soon as possible,
the fund began making low interest loans to junior,

_sernorand_graduate women dental students. Today
the fund iS known as the Gillette Hayden. Memorial
Foundation and is receiving more and more requests
for loans as the number of women dental students
increases.

Although the American College of Dentists had been
in existence for many years, it was not until 1950 that
Dr. Ruth Martin became the first woman to be made
a Fellow of the College. She was a 1923 graduate of
Washington University in St. Louis and a charter
member of the American Board of Pedodontics.

And it was in the 1950's that Dr. Nancy Holmes, a
periodontist from Dallas, became the first woman in ,

the U.S. and the second in the world to be made a
Fellow of the International College of Dentists.

Now that you've heard the accomplishments of some
women dentists over the years, let's take a closer look
at dentistry as a career choice for a woman.

U.S. dentistry has always had a low representation
of women, even compared to the professions of medi-
cine, law, and pharmacy. Currently, juit under 2 per-
cent of our dentists are women. This a drop from
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the 1920 figure of 3 Percent. While the. percent of
women dentists has remained quite stable for the past
ten years, the percent of women physicians has risen
from 5'percent to around 10 percent. One wonders why
this shOuld be when medicine is as long and as difficult
a course and doesn't offer women some of the 9areer
advantages that dentistry does.

Dr. Piradova has told us that in the USSR, women
comprise 70-80 percent of the s atologists. Stoma-
tology is the specialty of medici iv that covers the

'field we know as dentistry. Is i .sia unique in havnig
such a predominant number of women dentists? The
answer is no. In France, 25 percent of the dentists are
women. South American countries average abont 50
pdcent women practitioners. In Norway,, Poland and
Finland, 75-86 percent of the dentists are women.'
Certainly the large percentages of women dentists in
sO many countries would seem to indicate that dentistry
is a field that is congenial to women.

Next, let us examine the question, "What is there
about dentistry to attract a woman?" First, she can set*
her Own hoprs. Night calls and emergencies are usually ,
infrequent. 'This allows her to combine her career with
marriage and a family if she,,yrishes. In Russia, the
doctors' hours are rigidly fixed, apparently, allowing
little leeway in scheduling one's working time. The
working Rustian mother is prOvided with a network
of free child care centers. The American mother with
a dental practice has nursery schools available, at a
cost, for her younger children and is free to schedule
her working hours to coincide with the school hours
of her older children. Some women dentists in this
country employ full time housekeepers.and others have
locatedlheir offices in their homes. Their income as
dentists does- give tftem the financial resonrces to pay
for these expenses.

Secontlly, it gives her prestige in her community. In
addition, she can expect a- good income, and the odds
today are that a wife and mother will-. spend 25 years
or more working otitside Of tbe horite, Dr. Piradova's--
paper did not indicate the prestige level of the pro-
fession in Russia nor did she cover the salary opincome
potential.

A fourth attraction of dentistry is one common to
both the U.S. and USSRthat is the feeling of pro-
viding a humanitarian service.'

And finally, dentistry offers a woman several choices
of practice. She can choose private practice, either in
general dentistry or a specialty; and 31 percent of'
women dentists do limit their practices jo one of
the eight specialties compared- to 10 percent of men
dentists. By far, the largest percentage of all U.S.
dentists, male or female, are in private praciice. This
may be in the form of a solo practice, a partnership,
or a group practice of three or more dentists. This is
probably the most striking, basic difference between
dentistry in the USSR and in this country. One of the
reasons American- dentists frequently give for having
chosen dentistry as their career was their desire.b for
independence, that is, being their own boss. A second



choice is tO work' in a governmenthospital, either with
the Veterans Administration; Public Health Service,. or
a branch of the military: This offers her, certain ad-
vantages not found in a private practice. Here she can
cooperate With the physician in providing total health
care to :the patient. ; , ,

A hospital can also provide many facilities and seri,-
ices not fOund in a private office. However, very few

area open 'to a woman Cist i);qtftie fielr 041
women seem to choOse A third ;

research. This can 'e,irr,conjuncticin cleitffer.:

a dental school, cOmmercial 'ere
are the .fields o aintal materials, oral canper,) nodon-
tal dise e, 7.0fany more covering e dental
specialty s y choose to gointo,dental educa-
tion: He zan either work with ,the dental: students
in the. a531130111 or4on the clinic flOOr. In addition, a
dental School offers- adthinistrative Positions. 1')

.NOw let us cnsider for a moment the special quali-
tieS that wpmen ffer to dentistry. 'Women's inherent
gentleness; patiençe, and sympathy are certainly attri-
'butes ideally suitdI to dentistry, These are the same
4aalities that make women suth excellent nurses. They
are also most useful in coMbating the fear and appre-
hensiOn with which many patients face a dental ap-

intment. Most women have a natural aptitude for
tre &children, and young children 'are usually much
more at ease with a new unfamiliar woman than a man.
Patients seem to appreciate the woman dentist's smaller
hands., OtheLattributes would include an artistic sense,
attentibn to7mall details, and the ability to do fine,
delicate work with her hands.

I anr often asked why more young women don't go
into dentistry since it holds so many obvious advantages
fi*tlem. One of the main reasont is that they never
even think of it as a career choice. In this country,
dentistry is thought of as a man's profession, just as
in Russia it appears to be a woman's. Girls need to be.
told about dentistry at the high school' or even junior
high school level. Too many are in college before
theY consider it and would then neea to take many
additional courses to satisfy pre-dental requirements.
Another &non is the idea that dentistry is too strenu-
ous for a woman. With the equipment and techniques
available to U.S. dentists today, no unusual amounts of
strength or stamina are required. Finances play a large
part in the career decision as a dental education is -one
of the most expensive. Many p,arents feel that they
should put their sons first Oat their education is
more important than a
mentioned the tuition-fr
USSR as one of the fact

ter's. Dr. Piraddva has
atioh available in the
solving her country's

medical personnel prbblem. t would alsO have' re-
moved this barrier to women entering the profession.

A fourth reason for not choosing dentistry as a
career is the opposition and discouragement many
young women receive from parents, friends, or teach-
ers. Another factor is that a dental education is a
relatively long 'and difficult one. The majority of the
'students graduating from dental schools today have had

seyen to eight years of college. Specialty training, if
desired,'will take another two to three years. I believe
that in Russia it takes five years of college to obtain
a Bachelor of Medicine degree in stomatology. The nut-

s; jority of the stomatologists hold this degree while a
smaller percent eventually earn the advanced Doctor of
Medical Science degree. The U.S. dentist graduates
with the full Doctor of Dental Surgery -(D.D.S.) or

..i.Doctor of Dental-Medicine (D.D.M.) degree. Never-
theless, our dental profession has always encouraged
itS members to continue their. education. In fact, the
American Dental Association Principles of Ethics states
that "Every dentist has the obligation of keeping his
knowledge and skill fr4ot. . gb, all his profes-
sional life." In recent 'tees have formal-

. 419r-ized this by setting ', , number of hours of con-
tinuing.education as a requfrement for relicensure. 35

And finally, there is the dichotomy about marriage.
Women are often told,that if they choose a masculine
profession like dentistry, they probably won't finds- a
husband. On the other hand, women have teen turned
down lw dental schools on the basis that they will
probably marry after graduation and never practice,
thus taking the place of a man in school who would
have practiced for many years. So, you're damned if
you do and damned if you don't! Actually, both
statements are fallacies. The marriage rate for women
dentists is abota the same as for all college educated
woren. 85 to 90 percent of all women dentists under
thi age of 65, married or single, are in active practice
even after children are born. In fact, I'm constantly
aniazed at the number of women dentists in their 70's,
80's, and even 90's who are still practicing. During
the years I spent as an officer in the Association of
American Women Derists, I had an opportunity to
theet and/or correspond with many women dentists
throughout the country.

There's 94 year old Dr. Mable Dixon in Nebraska
who finally retired seven years ago after 63 years of
active practice. She was honored by her State dental
association as its longest piacticing member when she
retired.

In North Carolina, there is-the amazing Dr. Daisy
McGuire, Matriarch of a dental dynasty. She has three
daughters, all of whom are dentists as well as a Oster,
niece, husband, and two sons-in-law! The daughter
of a dentist, Dr. McGuire began her dental career with
a year's apprenticeship in 1899. For the next six years,
she traveled through North Carolina by horse and
buggy and on horseback, practicing dentistry. In 1905,
she enrolled in dental school. Since graduating in 1908,
she has practiced in the same office for 67 years! At
the age of 95% she is her State's oldest practicing den-
tist. Three years ago, she wrote to me saying she was
still making dentures and hoped to continue doing so
for a few more years. How many dentists can match
her record?

Then there was the rather frail looking, 78-year-old
woman dentist I met at the 1967 A.D.A. meeting
here in Washington, D.C. She told us that when she
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had reached the age of 73, she had finally hired a
dental assistant. She starts pralgg at 7:30 a.m. and
quits about ATOO p.m. By the e she was 70, she
found she was getting tired about 4:30 in the. after-
noon. She had found the assistant, who comes in at
8:30 sail. and leaves at 5:30 p.m., to be a big help!

I could gp on with many more such exaniples, but
I think I've made.- my point that women dentists

waste their education.
° I think perhaps it's not so sdrprising that there are

ry few women dentists but, rather, there are any
at all with the number of handicaps that have existed.
The majority of women who have entered dentistry
have done so despite numerous discouragements.

The- next question to be considered is "How can we
attract qualified women to dentistry?" First, we must

36 make high school and college counsel* more aware
of dentistry as a profession for women. Few girls ever
have dentistry suggested to them as a possible future
career choice. The earlier in their education they begin
thinkink about dentistry, the easier it is for thein to
prepare for it by taking the necessary courses. In re-
cent years, several dental Schools across the country
have begun active campaigns to recruit more women
students to their schools.

One of the recruitment efforts with which I am most
familiar is UCLA's program, initiated by Dr. Frida
Xhonga. In her natiye Latvia, many of the dentists
were women' and she was surprised by the difference
here. Dr. Xhonga has held luncheons at UCLA Dental
School for 15 to 20 high schdol counselors atia time.
After some informal conversation and lunch, she shows
them her slide series on the life of a woman dental
student. Then the Dean of Admissions explains en-
trance requirements and dental school curriculum. This
is followed by a question and answer period and a tour
of the dental school.

I participated in one of these luncheons and saw, first
hand what a remarkable change occurred in the cOun-
selors' attitudes during the program. Most of them ad-
mitted that they ha ever suggested dentistry as a
career to a erl student. ter hearing the facts, 'most
of the counselors weie open enthused about the po-
tential dentistry holds for wome e programs seem
to be having very positive re at UCLA. In 1971,
they accepted seven women IVA eir freshman class of
about 100; in 1972, they accepted 1,7 women; and in
1973, they took a record 13! In past years, very few
women have been accepted by dental schools but then
again, not very many even- applied for admission. In
1973, UCLA had over 100 women applicants. I'm
sure that the isoetus at many schools for recfbiting
more women stlitents can be attributed, in p

a
P-to the

federally funded minority programs. 4.

Secondly, the dental profession at all levels should
help educate the public and parents to the fact that
dentistry needs women. This could help remove the
resistance some young women encounter from their
parents and friends when they consider dentistry as a
vocation.
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Some years ago, I was stressing a third area of
need. This wasOthe need to have career guidance'
materials available on dentistry as a careepferiomen.
Th en, in 1968, the, Association of American omen
Dentists, in cooperation with the A.D.A., published a
career brochure that is geared toward the advantages
that denistry offers to women in particular. These
pamphlets have been distributed as widely as possible
throughout the United States. In 1974, the pamphlet
was revised and updated. It is available upon ,request
from the A.DA I feel that this brochure focused the
attention of many women on dentistry as a career
choicewomen who would nevi? have thought of den-
tistry otherwise. In 1973, a color film entitled "Where
I Want To BeThe Story of a Woman Dentist" was
completed by HEW's Division of Dental Health in San
Francisco. This 28 minute movie makes an acellent
adjunct ot any talk on dentistry as a career for women.
For the past few years, the A.D.A. has devoted one"
page in its career guidance pamphlet to women and
dentistry.

Finally, women dentists shodld talk to groups of high
school and college girls, pointing out, from -firSt hand
experience. the advantages of a dental career and
emphdizing that the profession and homemaking are
compatible.- .

These various recruitment programs are definitely
showing results: For years, the percentage of, women
dental students in this country remained at 0.75 per-
cent. But in 1971, the percent, of women students
doubled; in 197e, it doubled again to 3.4 percent; and
in 1973, the A.D.A. reported a 53 pertent increase
in women eniblled in dental schools. The 1974-75- ,

report is even more encouraging. There are curregt1X
1,361 women enrollett in dental schools or 6.8 percent
of all the students. As these women graduate, ,we
should see a corresponding increase in the percentage
of U.S. women dentists.

How are women dentists accepted by their male
colleagues? I would say that by large, they have been
well accepted. Naturally,-there are some men who are
very opposed fo women entering their field and others
who are all for it. The remainder don't-seern to ex-
press feelings either way. Of course, there have been
so few of us in the past that perhaps the men didn't
feel too threatened! At a time when there is a great
dealrof talk about unequal pay for a woman doing the
same job as a min, . it is interesting to note that a
woman in a private dental practice will nocencounter
this problem. She is free to set her own fees4ndbuild
her own .practice. Do women dentists have trbitble
establishing a busy practice? There is evidenCe io
the contrarymost women who have been practicing
for several years indicate that they have a satisfactory
practice. While there will probably always be a segment
'of. the public who would not choose to go to a woman
dentist, there seems to be a growing number who are
specifically looking for one. Of course, in today's..
economy, recent graduates, male or female, are find-
ing it difficult to establish themselves.,



t
, Up until recently, woMen, graduating from' dental
school sometimes found it Much more difficult to
secure a loan to open their office than did their male
classmates. Bank policies have undergone changes,
however, due to recent legislation -which have elimi-
nated this problem. The picture is a little different for
women dentists involved in fidl time teaching in a
dental school. Many seem to find that prknotions
and salaries do not increase equally with those of
their male colleagues. There are very few women who
are full professors. While there are a few women as-
sistant or associate deans, no U.S. dentalschool is, or
has been, headed by a woman. I understand, however,
that this sivatioa exists throughout the academic
conimunity and is not unique to dentil education.

Before concluding this discussion, there is one more
factor to :be considered. Can the, underrepresentation
of women in U.S. dentistry be corrected by the appli-
cation of any of the measures used in the USSR? Dr.
Piradova has stated that the decisive factor in bringing
women into the health field in Russia was the total
reorganizaion of medical care into a single state health
system. As a corollary, medical care was shifted from
individual offices to a network of out-hospital health
cafe establishments. In addition, the volume of work,
the rights, working hours, responsibilities, and wages
of the medical workers were strictly fixed.

In the past five years, the number of women en-
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.. rolled in' American ,dental schools has increased 900
percent. It is apparant that great strides have already
been made in correcting the underrepresetitation of
women in ,this profession. The small percentage of
women dentists in this country has never been due '
lo the profession' of dentistry being unattractive to
women. Instead, it can ba attributed tp the factors I
discussed earlier. 4-- 7-

Therefore, in order to attract more women to den-
tistry, it is necessary to remove those factors by
presenting the .trua facts about a dental career rather
than by changing the method of dental practice in the
country. It is Jeally the private enterprise system of
American:dentistry that makes the profession so at-
tractive to women. In a private practice, there are no
fixed houre, you are your own boss, the income is,
good, and the type and place of practice is up to you. 37
One can't help wondering wheiher the total reorginiza-
tion of medical' care in the USSR was as decisive in
bringing women \into the field as it was in driving men
out of it. It is not uncommon for women to fill the
void created when an occupation is no longer attractive

'to \the men who 'used to fill it.
thIn conclusio the efforts at have finally culmi-

nated in the ma ed rise of' women enrolled in 'U.S.
dental schools in e past five years must be conflated
and, if possible, expanded. We've only ,'just begun to
draw upon this nearly uptapped resource!
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A0oache's to Correct .the Under-
representation of Women in the
Health Professions:
The Scandinavian Experience
Sex Roles Among Physicians and Dentists

S çándlnavia

Elzha Haavio-Mannila, Ph.D.
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University. of Helsinki'
Helsinki, Finland

11In all societies there has always existed so) e kind of
division of labour between sexes. There are very few
occupations in which men and women are as evenly
',represented as they are in the total population. All over
the world there are some general features in this divi-
sion of tasks. Occupations which demand taking care
of other people, like nursing and social work, are
feminine in most societies. Professions giving high ma-
terial rewdrds and social status are usually masculine.
But the division of labour between the sexes is not

. universal: It varies in different times and societies.
The high status health professions like those of

. phygician and' dentist are interesting examples of this
variation.. Emphasis on the nurturing aspects of these
professions, combined with an official ideology favour-
ing equality of the sexes, has made them feminine in

a

the socialist countries. The high social status attached
to the healing power of these Refessions has Icept
them as predominantly masculine Mupations in many
capitalist countries like the United States .of Amerioa.

The Scandindvian countries are in an intermediate
position. But 'even among them there is considerable
variation which is linked to differences in the status of
men and women in these societies, and probably not
so much to differences in the medical systems which
are fairly similar.

In this paper, sex roles among physicians and den-
tists are studied in four Scandinavian countries: Den-
mark, Finland, Norway aik Sweden. Data on sex
roles in medical education and in the type of economi
cal activity, work load, and economical rewards of
physicians and dentists will be presented as much as

Table 1: Number and Proportion of Women Among PhYsicians in Scandiaavia, by Country: 1945-1975

'Year Norway Sweden

Denmark

,t-e Finland
. Private

Practice Hospitals

1945
1950
1955
1960
1965
1970
1972-75

1945
1950
1955
1960
1965
1970
1972-75 '

Number of women

211
340

426

643
824

642
993

1,304
1,887
2,429 .

285
1,032*
1,345*
2,258*

i93

.485.

234
427
52,4
641
886

1,339
1,801

Percent a

8.0
10.0

Yoh

13.0

9.0
11.0
14.0
15.0
17.0
19.0

16.6

11.0
16.0*
18.0*
25.0*

15.0
21.0
22.0
22.0
24.0
27.0
28.0

Private practice and hospitals combined
' Norway 1973, Sweden 1972, Denmast 1975, Finland 1972
Source: Official Statistics (See Bibliography)
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possible. At the end of the paper, descriptions of these
medical professions will be tied to other data on sex
roles in Scandinavia in order to find some explanation
for the variation between- the countries.

Sex role differentiation in medicine and dentistry
is measured by calculating the proportion of women
instead of men: this is due to the under representation

)174 women in these high status otcupations.

Trends in the Proportion of Women Among
Physicians and Dentists

In all Scandinavian countries, the proportion of
women in medicine has been increasing since 1945

.(Figure 1 and Table 1). The growth rate has been
slowest in Norway, which has remained "behind" Den-
mark and Sweden, though in 1950 all three were at

40 the same level. Finland has always been far "ahead" of
the othçr Scandinavian countries. In 1970, the per-
centage of women among physicians was 27 in Fin-
land, 18 in Denmark, 17 in Sweden, and 12 in Norway.

Figure 1: Proportion of women among'Physicians in.
Scandinavia, by country: 1945-75Ftr-

catt.
30'

25

20

15.

10

..
Finund ............

. Nomay. .....

a am

....

1945 1950 ' 1955 1960 1965
Year
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tistry was already 73 percent female. Unfortunately,
I am not able to explain how and why dentistry so
early becaine socially defined as a feminine profession.
It still has a high status and also a high income level;
characteristics not common in femininT occupations.
In the professional association of Fiiihish dentists how-
ever, men dominate. Only one to three women have
since the war been members of the board*which has
eight to eleven members and one to five women have
participated in the work of the council of- nine to-
twenty-four delegates. The professional isociation
has been able to keep the dental fees high, perhaps
because of its male domination. However from the,
point of view of democratic and proportional represen-
tation of members in the decisionmaking bodies of the
association, the situation is unfair. In the Finnish Mèdi-
cal Association men also dominate but it is more
understandable because only a quarter, of medical
doctors are women, compared with three-quarters in
dentistry.

The proportion of women in the medical profession
will probably continue to increase in the future. The
percentage of womeff,among medical students in the
four Scandinavian countries is higher than among all
physicians (Table 3). In Denmark and Sweden the
proportion of female dentists also will be increasing.
But that will not be the case in Norway and Finland
where the percentage of wonien among students of
odontology islower than in the whole profession.

The proportion of women among,dentists is higher',
than among physicians in all the Scandinavian coun-
'tries: in 1970 it was .72- percent in Finland, almost 40 -

in Denmark and about 30 in Sweden and'Norway. No
upward trend in the proportion of women can be seen
since the Second World War. (Figure 2 and Table 2)

The predominantly feminine character of dentistry
in Finland is an exception to the dominance of men
in these high status health professions. In}S;039, den-
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Figure 2: Proportion of women among dentists in
Scandinavia, by country: 1945-1975
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Compared with aeademic fields on the average, the
proportion of females in medicine is quite low. (Table
3) ip gorivay and Sweden the sex division among stu-
dents of odontology is similar to that among all uni-
versity students. In Denmark and Finland there are
more women students in the departments of odontology
than in the whole university.

1---/ie high status ofi:the medical faculty can be seen
in-the large proportiont*of medical students with the
highest degree, laudatur, in the Finnish matriculation
examinatiori. (Figure 3, Table 4) Since -1959, female
students at the University of Helsinki have in general
passed their matriculation ekamination with better
grades than male students. This applied especially to
the medical students between 1958 sand 1971. "Since
1945, in order to enter into the medical faculty, special
points could be earned by military service. They were
available only for men. Women had to have better
school grades to get entrance to the faculty. In addition
to school, grades .and "military points," a special en-

, trance examination was used when selecting new stu-
dents. The present selection' system is based on school
grades, with an emphasis on natural sciences, and en-
trance examination only. Its effect can be seen in the
almost equal school grades' of new male and female
medical students since 1972,, when the military points

. had been abandoned: This change in the selection
procedure has also drastically increased the propor-
tion of women among the new medical students in



Table 2: Number and Proportion of Women Among Dentists in Scandinavia, by Colintryi 1945-74 ,

Year Norway Sweden

Denmark'

Einland:Independent Employees

1945
1950
1954
1960
1965
1970
1974

1945
1950
1954
1960
1965
1970
1974

Number of women

3101
388'

'..73i.....

........
975

1,426
1,723
1,971....

ii3
/ ,

1,054*
1,264'-
1,517*

312.

.

.

,'
;

,

i

..

801 .
1,014

1,411
1,658
1,984 .

2,274 -

.iiii

Percent

21.0'
23.0'

0006

26.0
27.0
27.0

29.6

islo
37.0*
38.0*
41.0*

*iio

"ii.o .

75.0
77.0
77.0
77.0
74.0
-72.0
70.0

* Independent and employees combined
1946

' 1949
Source: Official Statistics (see Bibliography)

Table 3: Number and Percent of Women Among Students of Medicine, Odontology and All Students in Scan-
dinavia, by Country: 1966-73

County

Students of mecligine Students of Odontology All students

Year Number Percent Number Percent Number Percent

Norway ).
1966 165 16.0 116 26.0 , 5,0-40 24.0
1967 ' 207 18.0 127 25.0 -- 5,342 24.0
1968 219 18.0 125 23.0 6,029 25.0
1969 261 18.0 146 24.0 9,420 27.0
1970 276 17.0 165 24.0 8,446 28.0
1971 324 18.0 170 25.0 9,858 N 30.0

Sweden
1966 1,212 24.0 474 37.0 27,935 37.0
1967 1,351 25.0 541 38.0 34,010 38.0
1968 1,644 26.0 607 39.0 38,190 38.0
1969 1,709 26.0 659 39.0 48,320 38.0
1970 2,007 27.0 663 37.0 45,790 38.0
1971 2,056 27.0 675 36.0 43,105 37.0
1972 2,231 24.0 647 35.0 42,180 37.0
1973 2,110 29.0 697 37.0 40,953 38.0

Denmark 311,

1966 1,431 25.0 515 43.0 /7,825 36.0
1967 1,577 25.0 582 46.0 '19,141 36.0
1968 1,569 24.0 597 ' 47.0 20,953 36.0
1969 1,611 24.0 620 .48.0 24,993 36.0
1970 1,785 26.0 611 49.0 24,402 34.0

Finland
1971 1,936 27.0 t 605 49.0 26,753 ,36.0

1967 (Spring) 631 31.0 408 64.0 22,001 49.0
1968 (Spring 698 32.0 404 62.0

.4.8..01968 (Autumn) 635 30.0 403 61.0 25.,833
1969 (Autumn) 660 30.0 412 60.0 27,504 48.0
1970 .(Auturnn) 691 31.0 411 58.0 28,176 48.0

SourCes: Official Statistics of Norway, Universities and Equivalent
Institutions, Educational Statistics.
Statistical Abstracts of Sweden.
Statistical Yearboak of Denmark and Statistical Yearbook of UNES60.
Official Statistics of Finland XXXVII, Higher Education.
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Helsinki:- in 1971-72 it was 22 percent*; in 1972-73 it
was already 49 percent, and in 1973-74 more than
half (51 percent). Before the refOrm, the very low
proportion of new women students at the faculty of
ingOicine in Helsinki (the largest in Finland) would
have decreased women's proportioh in the medical
profession in Finland. The percentage gf women in the
medical faculty; of the University of Helsinki had been
slOwly declining since 1957 as one can see from Table
5. jr.was reillYr time to abolish the discriminatory
military points.

Figure 3: Proportion of students with highest degreef
(laudatur) - in matriculation exam at University DI

Per- Helsinki, Finland, by sex and faculty: 190-1974
cent
100

,

ao ,

4

1.

f I

DSO, of =Ad=

Womeo

.f"hlmf fm-oltim

Women

2\0

1948 1952 '

14en

1956 1960 .1964 1968 1972
Year N

1974.

Figure 4: Proportion of male & female Norwegian
Per- physicians economically active, by age: 1972.
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It is interesting to examine the effects of the selec-
tion system from the sex roles point of view in the
other Scandinavian countries, too. In Denmark, "accord-
ing -to Danish law the university is open to everybody
who has passed the final examination of the "gymr
nasium", and the student is free to choose what faculty
he wants to enter. Consequently, there is no possibility
for selecting students or limiting the number of students
who want to enter medical school. . . . Many -students
leave medical school within the first year or two, even

" In the two other medical schools in Turku and Oulu the
proportion of women students was higherthey did not give
"military points" to the male applicants.

before appealing for any formal examination. Som
fail to pass an early examination in chemistry, or lat r
a rather strict examination tin anatomy, physiology .and
bio-chetnistry. Only 65 percent of ,the male students'
and 40 percentiOf the female students complete the
pre-clinical years of the cufriculum. After this selection,
very few fail to go -through the clinical years of the
curriculum and the final examination." 1 In this""self-
selection" process women seem to drop out of the
medical school to a greater extent than men.

In Sweden, medical students are selected on the
basis of their secondary school achievements only. En-
trance is limited to those who have taken many courseS
in natural sciences and mathematics at the sepondary
school and have achieved fairly good grades. At school,
boys have concentrated on these fields-more than girls.
This may be one reason for the low proportion of
women at medical school.

Sex Difference in Further Education

59

Positions of higher status in society are Usually oc-
cupied by men. This rule applies to the .low percentage
of women among medical doctors who have published
a doctoral dissertation. From 1945-46 to 1972-73; the
proportion of women among new medical doctors in
Finland has varied between 0 and 29 percent. (Table
6) It was Iligher, in 1948d54 than in the late-1950's
and iti the early 1960's. At the end of _the 1960's.the
proportion of women's doctoral dissertations began
to increase again. The last available datvRom 1972

.show that 20,percent of the new medical doctors-in
Finland are women. This percentage is quite high when
one compareS it with that in the other faculties. Accord-
ing to a survey by Aino Tuohinto (1966) only in the
huinanities are there more women presenting doctoral
dissertations than in medicine.2

Another step upward on the professional ladder is
specialization. In Finland, women specialize almost as
much- as men. While 28 percent of all physicians in
1974 were women, 25 percent of the specialists were.
In Norway, in 1972 the corresponding percentages
were thirteen and nine; 'the difference was somewhat
larger than in Finland. The special fields selected by
women physicians are to a large extent, traditionally
feminine. In Finland in 1973, as many as 22 percent
of the female but only five percent of the male speciW
istS had chosen pediatrics or child psychiatry as tlitii"
special field. The proportions of women in 410ma-
tology, veneral diseases, pulmonary diseases,*bercu-
losis, and in opthalmology were quite high too: (Table
7) Males were heavily "overrepresented" in surgery,
ear, nose and throat disease, and internal medicine. The
high proportion of women in child psychiatry in Fin-
land, according to an American psychiatrist, led to a
situation where the whole field of child mental health
care has a very low status and income level..

Sex Differences in Economical Activity and Type of
Work

The economical activity rates of both male and



table 4: Number and, PiopOrtion of Men and Women Students with the Highest Degree (laudatur)
ulation Examination Among the New .Male and Female Students at the Faculty of Medi
Faculties at the University of Helsinki, Finland: 1948-1974

thoMatric-
e and Other

Year

Faculty of Medicine Other faculties

Men Women Men Women

,Number Percent Number Percent Number Percent Number Percent
_

1948-49:
1949-50

1950-51
1951-52
1952-53
1953-54
1954-55

1955-56
1956-57
1957-58
1318-59 .

1,59-60

, 1960-61
1961-62,
1962-63
-4263-64
1964-65

1965-66
1966-67
1967-68
1968-69
1969-70

1970-71
1971-72
197243
1973.44

22
28

39
37
29
40
25.

26
24

.35
40

- 7 41

47
49
56
50
74

91
76
83
82

101

90
91
87 .

, 73-1.

33.0 ,
33.0

43.0
45.0
32.0
38.0
36.0

37.0
38.0
46.0
56.0
49.0

50.0
45.0
57.0
47.0
59:0

21..g
67.0
64.0
78.0

. 11.0

. -,79.0
. - 76.0

- .710
i.

19
19 .

14
1'6
12
24
26

17
18

"20
30
15

21
41
52
43
46

35
35
38
42
32

-27

ilk,--... ,
!,-, .' -..! -..

°.

41.0
40.0

38.0
52.0
41.0
46.0
54.0

47.0
55.0
54.0
81.0
71.0

70.0
71.0
69.0
74.0
84.0

88.6
92.0
97.0

.86.0
97.0

:.,

. 820
80.0
77.0. no .

)
.

'
-0

88
75

,

93
112

91
128
136

.134
149
173
165
150

150
226
265
325
,398

485 - '
450
432
449
463

184
3,79 ..-.
3404-

.139

..-

..

10.0
11.0

12.0
15.0
12.0
17.0
1.0
15.0
17.0
20.0
15.0
14.0

12.0
17.0
21.0
23.0
23:0 ..;

26.6 -'-',-;
25,0A
24.0.,:-
26.0 --

30.0 ,
.

28-.0..
26.0,
.1.1..
7..:

,
.

,
44

-

g.

73
118

126
1223
204

247
242
256
231
250

299
365
464 .

575
622

,

7671, .
726, ,

,--672 ...
gro . .

.:726
. . .

st9 e. ',
511
677, .-,..,.

10.0
11.0

14.0
12.0 ..'

13.0
18.0
18,0

: 18.0
19.0
18.01i
15.0
19.0

.

19.0 ..'o

20.0
26.0
270
30.0

.

33.0
29.0

t. 29.0-....
t,34,0 .

'4410 i

I.
43M, 4

.34.3,!......,....

s'..- .'"'.." . .
., , ..

Source: Hilsiiigin'yliopistnfiluettelo -1974-75. No.
-
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Table. 6: Number and Proportion of Women Among
Pets (ins Presenting Doctoral Dissertations in
Medicine in Finland 1938-73

yrizr Percgpt No. Year Went No.

1938-30
.

12.0 2
1/45-46 - 1960-61 7.0 3
Y946-47 - 1961-62 9.0 3
1947-48 9.0 2 1962-63 11.0 3

_1948-49 20.0 5 1963-64 10.0 3
1.1949-50 3.0 1 1964-65 2.0 1

1950-51 13.0 3 1965-66 10.0 6
1951-52 13.0 2 1966-67 2.0 1

1952-53 17.0 4 1967-68 6.0 4
1953-54 11.0 3 1968-69 14.0 7
1954-55 29.0 7 1969-70 15.0 10

1955-56 6.0 2 1970-71 " 13.0 7
1956-57 9.0 3 1971-72, 10.0 8

44 1957-58
1958-59

3.0
3.0

1972-73`" 20.0 17

1959-60 4.0

Sources: Official Statistics of Finland XXXVII:1, Higher
Education and Statistical Yearbook-of Fmland.

Table 7: Numbet and Proportion of Women Among
Specialized Physicians in Finland in 1973,
by Field of Specialization

Field of Specialization Percent Number

Total 23.9 659
Surgery 2.3
Internal diseases 13.9

.10
56

Obstetrics and gynecology 19.1 44
Radiology 21.0 46
Ear, nose, throat diseases 11.6 13
Pediatrics 53.4 109
Neurology, psychiatry 25.6 66
Pulmonary diseases, tuberculosis 40.0 58
Opthalmology 42.0 63
Anesthetiology 36.7 44
Dermatology and venereal diseases 57.4 35
Child psychiatry 89.5 34
Public health and work medicine 25.0 42
Other fields 17.8 39

Source: Unpublished statistics collected by Finnish Medical
4tssociation.

Table 8: Fields of Specialization of Male and Female
Physicians in Finland in 1973

Percent

Field of Specialization Women Men

Total number of physicians 659 2100
'Surgery 1.5 20.1
Internal diseases 8.5 16.6
Obstetrics and gynecology 6.7 8.9
Radiology 7.0 8.2
Ear, nose, throat diseases 2.0 4.7
P rics 16.5 4.5
NeunMqy, psychiatry 10.0 9.2
Pulmonary diseases, tuberculosis 8.8 4.1
Ophthalmology 9.6 4.1
Anesthesiology 6.7 3.6
Dermatology and venereal diseases 5.3 1.2
Child psychiatry 5.2 0.2
Public health and work medicine 6.4 6.0
Others 5.9 8.6

The percentage total is more than 1(X) since Arne physicians
specialize in more than one field.

The earliest data from Norway are from 1946.
They show that women mtdIcal doctors have avoided
the jobs of district physicians in the countryside, buOY
to a fairly large extent have chosen rural institutional
positions. There is practically no difference in the pro-
portion of women among private practitioners and em-
ployed medical officers, except the aboye. This lack
of difference in the percentage of women among physi-
cians working outside and inside institutigns can be
seen also in -the Norwegian statistics' from the year
1972. ,There are only two noticable exceptions from
the aVerage in the proportion of wom.FIR the proportion
of women participating in medical iiiettich and teach-
ing is low, and their economic inactivitI rate is high.

In Sweden the percentages of women are' very low
among medical officers in both rural and urban areas.
There are only a few women at somatic hospitals, foo,
but quite a large number at mental hospitals. In private
practice, i.e., "other physicians," the proportion of
women is higher than in the total medical profession.

Also in Finland there are more women among pri-
vate practitioners than among institutionally affiliated
physicians. As in Sweden and Norway, the posts of
medical officers, teachers and researchers are heavily
dominated by Men. Public clinics and schools hire more
women physicians to take care of their clients, stu-
dents, or workers, than do private enterprises.

The proportion of private practitioners of the eco-
nomically active physicians who are not institutionally
affiliated in Finland is very low-in 1970 only 9 per-
cent. Most male but not female physicians, however,
combine a hospital or other post with practice. In 1962
two-thirds of the male physicians but only less than
half of the female ones had taken a double work load
as an employee and a private practitioner. Almost
forty percent of the women but about twenty percent
of the men had an institutional wctrk position only.
(Table 12)

Contrary to the situation in other Scandinavian
cdtmtries, there are less women among private prac-
titioners (independentfi physicians) than among em-
ployed physicians in Denmark. The situation of the
Danish physicians is similar to the situation of den-
tists in three of the four Scandinavian countries studied.
In Norway, Sweden and Denmark ihe proportion of
women is much higher among emPoyed Than among
independent dentists. Finland is the only exception in
the( opposite direction, but the sex 'difference there is
very small. In Denmark, NorwaY and Sweden women
dentists seem to4pref.er the security and fixed working
hours of a schocil Or other public health care instead of
the independenCe of a private practice.

Work Load 'of Male and Female Physicians and
Dentists

The average weekly working time of female physi-
cians in Norway is. 12 hours shorter than that of male .
physicians-43 vs. 55 hours. (Table 14) The sex
difference, at least in Norway, is largest at tilt-child
care age, from 30 to 49 years.
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Figure 5: Average weekly working hours of economic-
ally active male and female Norwegian physicians,
by age: 1972

Hours

work week of women physicians is due to their home-
care obligations. In the hospital physician study, the
respondents were asked to specify their marital status.
Of the men, practically all were married, so that they60r

40

20

.... ,

Men

are not included in the table
of women in different marital

arital Status

below. The work
statuses was, as follows:

Weekly

Work Hours (N)

unmarried
married
widowed of divorced

44.8 (41)
43.2 , (64)
52.1 (11)

-30 30-39 40-49 50-59 60-69 70-79 80-
Age

There are some survey data about the working hours
of Finnish physieians, toil According to Haavio-Mannila
and Jaakkola 3 the weekly number of working hours of
practicing non-hospital women physicians was eight
hours less than that of men. For hospital physicians
with practice the difference was five hours. By 1967,
the difference for practicing hospital physicians was
only two hours. In this last group, the work week of
male physicians had been reduced from.155 to 50 hours,
that of female physicians from 50 to 48 hours. The
working hours of all physicians thus had clearly de-
clined, and in particular the previously overworked
male physicians had more leisure time. It appears that
the difference between the sexes in this respect is
lessening as the work load decreases.

In the same report it was assumed that the shorter

load

The difference between the married and unma *ed
women was only 1.6 hours. Widowed or divorced
women physicians, on the other hand, worked very 45
long hours. Household obligations alone did riot suffice
to account for the shorter work week of women, since
unmarried women physicians also worked fewer hours.
than men physicians.

According to another Finnish survey by Eskola and
Haavio-Mannila 4 on sex roles in six academic pro-
fessions in 1968, the weekly working hours of male
physicians were 51.2 and of female physicians 48.4
hours'. The difference was thus 2.8 hours. Male physi-
cians spent in addition, 12.2 hours and female physi-
cians 9.3 hours per week in activities related to work:
studies, meetings, preparing articles or speeches,. etc.
When , asked, women preferred shorter working hours
than men. Only eight percent of women but.16 percent
of men considered a more than 40 hour working week
as ideal. Thirty-nine percent of the women and 30 per-

Table 9: Economically Active Male and Female Physicians and Dentists in Finland and' Norway: 1970 & 1972

Women Men

Number Percent Number Percent

PhyskianD

Finland 1970 1,125 93.0.

Norway 1972 688 87.0
2,856
5,014

94.0
96.0

Dentists

Fingid 1970 1,691 90.0 683 96.0

Sources: Official Statistics of Finland 1970 VI:0:104, Population Census, Vol. IX and.VII A.
Official Statistics of, Norway 1972 A 538, Statistics on Physicians 1972.

fable 10: Occupational Status of Norwegian Physicians by Sex and Age: 1972

Percentage of Economically Active Physicians

Age

Urider
Total 30 30-39 40-49 50-59 60)159

Males 96.0 960 99.0 99.0 99.0 96.0

Females 87.0 90.0 92.0 91.0 9,4.0 80.0

70-79
70.0

45.0

80 &Over
31.0

14.0

Average
Age
45

42

Source: Official Statistics of NorWay, 1972 A 538, Statistics on Physicians 1972.
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Table 11: Number and Proportion of Women Amin Physicians in Different Occupational Positions

F.

Norwajf, 1946

Private practice
,d-A,

District physicians, physicians at state hospitals
City physicians, other physicians at communal
institutions

_____ _Assistant physicians at private clinics

Whole Country Cities Countryside

Percent Number" Percent Number Percent Number

9.0 117 10.0 74 8.0 45
. 6.0 % 38 10.0 20 4.0 17

9.0 58 8.0 29 12.0 33
8.0 7 8.0 3 8.0 4

Source: Official Statisticia of Norway, Folketellingen in Norge

,

Norway 1972
'i

Administrative and perventive Medicine )
Health Work outside institutions

46. Health work in Institutions
Medical research and teaching
Other medical work

-

Not economically active
Unknown economic activity 1

1946, Yrkesstatistikk.

.-
. Percent

.

Number

11.0
12.0
12.0
40

14.0
35.0
18.0

20
293
323

13
7

89 .
13

Source: Official Statistics of Norway, 1972 A 538) Statistics on Physicians 1972.

1955 1962

Sweden 1955 and 1962 -Percent Number Percent Number

Total 638 108

Medical officers 2.0 10 3.0 16

City and borough medical officers 2.0 4 3.0 7

Physicians at soinatic hospitals 7.0 83 11.0 319

Pgysicians at mental hospitals 22.0 51 34.0 100

Professors, etc. - - 1.0 3

Other physicians 16.0 423 . 10.9 647

Source: Official Statistics of Sweden, Halso-och sjukvard 1955, 1962.

Denmark 1970

Total
Independent physicians
Employed physicians

Terdent Number
S4.

18.0
12.0
21.0

Source: Official Statistics of Denmark 1974: VII, Folke-og boligtaellingen 1970. BeTkaeftigelse og erhverv.

1345
314

1019

Finland 1962 Percent Number

Physicians-at hospitals 21.0 230

City and municipality medical officers 16.0 ,68

Private practitioners 29.0 89

Physicians at schools and public clinics 53.0 49

Physicians at faCtories and other enterprises 14.0 10-

Teachers and researchers 10.0 13

Others 25.0 18

Source: Haavio-Mannila and Jaakkola 1970,-p. 12.

Finland 1970 Percent Number

Independent physicians 36.0 140

Employed physicians 26.0 1073

Total 27.0 1221

Source: Official Statistics of Finland; Population Census 1970, VI A, Education.



cent of the men preferred a flexible, varying length for
a work week.

Women dentists also work fewer hours than their '
male colleagues. 'Sixty-eight percent of the men but
only 39 percent Of ,the women dentists in Finland
worked more than eight hours a day in 1965 when
many (31 -percent) of the Finnish dentists still worked
six days a week.°

_Sex differences in work hours are larger in Norway
than in Finland and also larger in the more traditionally
female profession of dentistry than in medicine. When
the total work load of physicians diminishes, the sex
difference seeml to decrease also. Women can work as
much as men in theirsrofession if they need not totally
exhaust themselves A- has been the lot of men in

Table 12: Type of Work Place of Male and Female
Physicians in Finland: 1962.

Type of Work Place Women Men

Total 'limber 628 2128
Percent

Institution and practice
Institution only
Practice only
Not economically active

48.0.
39.0
8.0
5.0

67.0
21.0
7.0
9.0

100.0 100.0

Source: Haavio-Mannila, Elina. Laakarit tut t avina. Research
Reports, Institute of Sociology. Un' ersity of Helsinki,
No. 41, 1964, p. 12.

countries where lack of "physicians has made their
wink load almost unbearable.

Sex Differences in InCome
Partly as a result of thit shorter work hours, incomes

of women physicians are lower than those of mene The
average earnings of female physicians in Finland in
1968 were only 63 percent those of men. This propor-
tion is_approximately the same as in other academic
male-dominated fields like law, engineering, architec-
ture, and forestry.° At the same time women in industry
earned about 67 percent of the earnings of men. Com-
pared With the incomes of the other academic gioups,
women physicians were well off. Their incomes were
better than those of male foresters and agronomists,
And not much below the incomes of male lawyers and
engineers. The income level of physicians in general 47
is very high in Finland.

Part of the difference in the incomes of men and
women can be explained by referring to the shorter
working hours of women. According to the above men-
tioned survey, when the working time was controlled,
women physicians earned 66 percent of the incomes
of men. Their lower incomes are mainly due to their
inferior occupational status. Only 11 percent of the
female but 32 percent of the male physicians in Fin-
land considered themselves to be in a leading position.
Seventeen percent of women but only 8 percent of men
physicians classified themselves as lower status em-
ployees.

Table 13: Number and Proportion of Women Among Dentists in Different Occupational Posploni.

Nanny 1946
Independent 'dentists
Employed dentists
Source: Official Statistics of

Sweden 1954 and 1961

Whole Country

Percent Number

12.0 148 14.0
67.0 163 72.0

Cities

Percent Number

95
93

Norway, Folketellingen i Norge 1946, Yrkesstatistikk.

a
Total
elentists in public dental care
Qthenactive dentists
Inactive dentists
Source: Official Statistics of SWeden, Public Health

Percent

Countryside

Percent Number

10.0 56
63.0 fl

1954 1962

Number Percent Number

1368

59S
640

.-1207

25.0 975 26.0

41.0 307 40.0
20.0 603 18.0
59.0 80 26.0

(and Sick Care), 1954 and 1962.

Denmark 1970

,Total
Independent dentists
Employed dentists

Percent Number

38.0
21.0
57.0

1264
381
861

Source: Official Statistics of Denmark. Fake-og boligtaellingon, 1970. Beskaeftigelse og erhverv.

Finland 1970

Total
Independent dentists
Employed dentists

'Percent Number

70.0 1679

72.0 1112
67.0 569

Source: Official Statistics of Finland, Population Census 197 , VII A, Education.
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Sex Roles in Medicine and Dentistry .
as an Example of the General Sex Role
Differentiation in a Country

In Scandinavia, women are represented in-medicine
and dentistry most numerously in Finland and least
so in Norway. Denmark and Sweden are between
these extremes. Also sex differences in the economic
activity and work load of physicians indicate that
equality of the-sexes is more pronounced in Finland
than in Norway.

This result is congruent with other data on sex roles
in these countties. According to the Scandinavian sur-
vey on welfare and need-satisfaction in 1972 by Erik
Allardt,7 the economic activity of Finnish women is
highest and that of Norwegian women lowest in Scan-

48 dinavia. (Table 15) The general educational level
of Finnish women compared to that of men is high,
too, whereas in the other Scandinavian countries this
sex difference is very small. Vocational training in
Finland is as common among men as among women.
In the other countries, especially in Norway, men more
often than women have received some vocational train-
ing.

The position of women in medicine and dentistry

is thus connecied with the generalo educational and
occupational activity of women. Women's participation
in the traditionally male fields of activity seems to be
cumulative: in countries where the general activity level
of woffien is high; womenihave more interest and op-
portunities to enter into traditionally masculine health
professions than in countries where the sex role ex-
pectations favour women's societal passivity.
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Table 141 Average Weekly Working Hours of Economically Active Physicians in Norway, by Sex and Age: 1972

Males Total Females Total

Age Number of hrs. males Number of hrs. females

Total 55 4094 43 505

under 30 58 412 50 65
30-39 58 1176 43 190
40-49 57 711 41 79
50-59, 55 837 45 110
60-69 49 . 765 37 45
70-79 29 181 26 14
80-over 23 12 44 2

Source: Official Statistics of ;slorway 1972 A 538, Statistics on Physicians.

Table 15: Education and Economic Activity of Men and Women in Scandinavia, by Country: 1972.

.4k
Total Number

Denmark

Men Women Meal Women

497 498 477 517

Education percent percent

More than primary general education 29.0 30.0 22.0 31.0
Some vocational training

with academic examination
38.0
4.0

27.0
1.0

33# 34.0
5.0

Economic Activity

Full-time employment 79.0 33.0 64.0 51.0
Part-time employment 8.0 17.0 15.0 12.0
Student or housewife 9.0 41.0 12.0 29.0
Not able to be employed (illness,
unemployment) 4.0 9.0 9.0

Total percent 4" 100.0 100.0 100.0 100.0

* Columns do not add up to 100% due to rounding.
Source: Allardt 1975. 65

Norway Sweden

Men Women Men Women

496 509 497 508

percent percent

41.0 39.0 40.0 45.0
57.0 42.0 46.0 36.0
8.0 1.0 7.0 3.0

,75.0 20.0 70.0 26.0
11.0 16.0 28,0

13.0 64.0 12.0 42.0

6.0 5.0 3.0 4.0/)

100.0 100.0 100.0 100.0
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Appendix: Physicians and Dentists in Selected Euro-
pean Countries on Dec. 13, 1968, per
100,000 Inhabitants

Physicians per 100,000 Dentists per 100,000 Inhabitants ,
Inhabitants

225 USSR
99 Czechoslovakia
79 Austria
78 Bulgaria
77 Italy
73 Hungary
67 Germany Fed. Rep.
55 Belgium
49 Greece
'47 Malta
45 Denmark
44 Germany Dern. Rep.
41 Rothania
39 Poland
36 Norway
35 Iceland
35 Switzerland
31 Scotland
30 Spain
29 France
27 Northern Ireland
24 Sweden
19 Netherlands
17 England & Wales
04 Ireland
01 Luxembourg
90 Portugal
89 Yugoslavia
89 Finland
59 Albania
37 Turkey

81 Norway
80 Sweden
68 Denmar
52 German Rep.
52 Finland
43 Greece
43 Iceland
40 Switzerland
39 Fiance
39 Poland
39 Germany Dem. Rep.
38 Czechbslovakia
37. Bulgaria
35 USSR
32 Luxembourg
27 Austria
27 Northern Ireland
26 England & Wales
25 Netherlands
24 Scotland
23 Belgium
22 Hungary
21 Ireland
20 Yugoslavia
16 Romania
13 Malta
10 Spain
7 Turkey.
7 Albania
1 Portugal

Source: Official Statistics of Finland XI 1970, Public Health
and Medical Care.
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Approaches to Correct the
Underrepresentation of Women
in the Health Professions
A U.S. Response to the Scandinavian Experience

Estelle' Ramey, _Ph.D.
Professor, Department of Physiology
and Biophysics

--Georgetown University Medical School
Washington, D.C.

The first comment I would like to make about all
the presentations and the entire conference is that they
are indicative of the timesi.e., that this meeting is
being held at all in the United States. In the past, the
title "International conference on Women in Health"
would probably lurie been taken to mean a conference
of women's ailments, of which, of course, we know
they have many. And so like Intearlational Women's
Year, while it is only a small step forward, it is an
important one, since all the rest of the ars preceding
have been International Men's Years.

The thing that is outstanding in all presentations
about women in the health professions throughout the
World is the extraordinary similariek of the problems.
In the excellentpaper by Dr. Elina Haavio-Mannila,
even in those countries where women represent a very
large portion of the health care delivery system they
do not, in general, occupy anywhere near that percent-

lege in what might be called the decisionmaking roles
in medicine or dentistry.

Some of you may have seen a first-class article by
D. Navarro,' in a recent issue of the New England
Journal of Medicine, which was a study of the power
structure of health care delivery. The figures are appal-
ling. For the first time, in my experience, Dr: Navarro
not only listed what we already know, that there is
only a very small percentage of women in health care
delivery in the U.S. at the top professional levels, but
he addressed the question of the number of women in
those parts of the system in which the important de-
cisions are really made. If you look at his graphs you
had best use a magnifying glass to find part of the
bar that is labeled "Female". It is even more miniscule
in dentistry.

I am also amused at figures showing the increase
in women in the dental schools as percentage incre-
ments over past years. When you start from one-tenth
of one percent you have no place to go but very far up.

In this country, women in medicine have.had a dis-
heartening history. Elizabeth Blackwell, who got the .
first medical degree in 1849, had an interesting ex-
perience in medical school. She was admitted to the
school only with great difficulty, and then to everrine's
astonishment, (in 1849 women were considered non-
edudable). After a short time, the Dean of the School,
Dr. Charles Lee was so impressed with her outstanding
performance that he predicted that in 10 years, by

1859,, one-third of the entering class in medical schools
in this country would be women.

Well, I hope he was a better doctor than a predictor,
because we are nowhere near that in 1975.

Nevertheless, in the United States, in my experience
in the feminist movement, the most remarkable educa-
tional advance in professional education tor women has
come in that bastion.of male privilege fir this country,
the medical schools. In terms Of percentage increase,
we are talking about very significant numbers-of women
admitted to medical school since 1970.

At the turn of the century, in 1900; somewhere on
the order of about four percent of medical students
were women. By 1960 we had skyrocketed to about
six percent. This took 60 years. In the decade between
1960 and 1970 the pace was stilt slow and we ended
up in 1970 at about 8.7 petcent. Then suddenly we
began to see an extraordinary increase in women's
admissions. The entering class of 1974-1975 through-
out the country was about 22.percent women.2

The reasons for this, I think, can be attributed to
major and rapid changes in the society, including the
feminist movement. New birth control techniqun, in-
creasing numbers of women in the collega and a
changing economy, all contributed to a change in
women's goals.

Nevertheless, despite our predictions that these gains
will go even higher, one is forced to conclude froth the
Russian and Scandinavian presentations at this confer-
ence that mere numbers of women, higher actual num-
bers and percentages,-of'women in health care delivery,
even at top professional levels, do not necessarily pre-
dict an increase in the involvement of women in the
decisionmaking in medicine. This is a highly critical
area, because in neither of these papers is there any
-great evidence that the role of women at the very
top is anywhre near proportionate to their representa-
tion in terms of numbers.

In Russia, for example, only 10 percent of the
members of the National Academy of Medical Science
are women, whereas 70 percent of the doctors there
are women. In Finland, where about 25 percent of the
doctors are women, their representation at top levels
is far below what one would predict.
-' The reason this is important is that I am told con-

stantly in arguments about affirmative action that,
when there is a very, small pool of trained females you
can anticipate only a very small percentage of females

A Q
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in top status roles.' This would suggest that as we in-
crease oeinumbers we are going to increase our power.

1-That may or may not happen, but it has certainly
not been an inevitable result of increasing numbers.
This is very important for those of us who are involved
in training far delivery of health care at top levels or'
at any level.

You will' also notice that in all countries mentioned,
virtually 100 percent of nurses are women' and that
these health practitioners have a relatively low status
and low income, despite the fact that they provide
an absolutely vital segment of the health care team.

My curiosity has been aroused in the United States
by the attitude of women themselves towards medical
or dental school admissions. The point I would like to
make.to you is that in this country it was unnecessary

52 for many, many years to discriminate against women
on admission committees of these professional schools.
You didn'it have to bother. Women did it,for them-
selves. They just didn't apply.

As short a time ago as 1972 at Duke University, a
study showed that in the freshmen midergr4iluate class,
about 26 percent of the women and about 30 percent
of the men indicated an interest in going to medical
schoo1.3 By the senior year that 30 percent of men
had dropped to something klike 22 percent and for
women had -dropped to ab&rt five percent. Further-
more, of those vcepted into medical school, a much
higher percentage of women applicants decided not to
go.

One must ask the question, Why?, -What special
pressures are there on even s'ch self-selected women?
In most cOuntries with our e onomic structuring, it is
the women from rich families ho have an opportunity
to get advanced education an to go on to medical
and, other schools because they have available the
household help that has always been necessary for a
woman to maintain both a home and a professional
career. In'this country it has_not worked out that way.
Our top performers in terms of. seeking professional
careers have not come from this privileged class.*

Again, one must ask ..the question, what is different
about the iNmerican culture? When. Patricia Graham
did an-article for the rn Science on "Women in
Academe", she pointed o t in the U.S. women
who elect a career in scie e, including the health
sciences, tend to come largely from families in which
the mother is either foreign-born or has been educated
in Europe. It may come as a surprise ,to some 'of
you, that mosoften the mother Of such a woman
came from the upper middle-claA of the South of the
United States or from Boston.5.

Sometimes class structuring is very important and
sexual stereotypes may give way under certain specia).--,
circumstances to the constraints of class. Elizabeth the
First could become Queen of England despite her sex
because she was "of the blood". Women can 'do more
nontraditional things presumably, if they fire "of the
blood" in certain parts of the U.S. where ancestry is still
importaru. 6 9

The other thing of great interest in looking at Ameri-
can women in medicine, is a study done in the,last two
years, which showed that -when women applicants are
compared to male applicants to medical school, slightly
more women than men (by percent are refused ad-
mission. The differences are not grat.6

Nevertheless, there is one Enportant distinction.
When interviewed, of the men who were turned down
with a C-plus average, 5.8 percent regarded aiis re-
jection as unfair and felt that they were really deserv-
ing of admission; but only 20 percent of the women
with even higher averages who were turned down,
thought it was unfair. They expected to, be- rejected
and more tragically, they seemed to think they deserved
nothing better.1 .

I don't believe that American admissions committees
need to 'Aiscriminatd. I don't believe that legally they
can discriminate against women at the present time. I
think it is women themselves in all countries, not only
our own, who must,look at two facets of the discrimi-
nation against them.

One is entry. In Russiaothe entry ot women into ths;
medical sciences'as far as freshman class is concerne
is going down while it is rising sharply in this country..
It seems to be stabilizing in Finland at the present
time, as indicated in Dr. Haavio-Mannila's paper, but
this is just the beginning.

The important thing40400k to,' and I speak now for
the United States, is whai4ilfhappen to these women
when they get out of medical school. If we follow the
pattern of other countries, women despite their num-
bers wik.end up in secondary ranks. At this moment
only two ent of all full professomin U.S. medical
schools are women. Will that change in proportion to
our new numbers?

I am not sure that numbers alone make a revolu-
tion in the position of women in society. After all,
we are already 53% of the population. I think it be-
hooves those of us who are avowed feminists to ex-
amine this phenomenon very carefully. The few people
at the top who make the decisions as to money and
other resources are the ones who determine the ulti-
Tate designation of the power to change society.
Women must fight not only for an increase in overall
numbers in the health care delivery systems but for
proportionate representation in the executive suites.
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AP

Introduction
"Isn't dentist a maculine word?"
This was a question posed to me six weeks ago, by

a high school girl in her junior year, in a suburban
high school outside of Philadelphia. This misconcep-
tion concerning women in the dental profession, is

typical of the,Follege bound high school girl in the
United States. It is typical also .0( Jhe prev.ailing atti-
tude in this counry, that Considers4entistry as a pro-
fession more suitable for me4: than feor women.

Certainly the situation of iifon-,ain in dentistry in the
Unied States differs significantly 'from the situation of
women dentists in Scandinavia, as just described by
Dr. Haavio-Mannila.

Women are represented in the dental profession in
jmuch smaller percentages in this country than in the
Scandinavian countries just discussed. Whereas in
Finland 72 percent of all dentists are women:III-Den-
mark 40 percent, and in Sweden and Norway 30 per-
Cent; in theUnited States, as of 1970, only 3.5 percent.
of all the dentists were female.' Another difference that
exists between the Scandinavian situation and the
American one, is that while"dentistry has always at-
tracted more women than medicine in Scandinavia,
quite the opposite has been true in this country. In
1970, 9.3 percent. of all practicing physicians in the
United States were femaleagain, compared with 3.5
percent of the dentists. -HoweVer, as is the case in Den-
mark tnd Steden, the percentage of female dentists in
the United States will be increasing. In 1974, 11.2
percent of the first year dental school class enrollment
was female.2

Women Dental Students
It is evident that in the United States the presence or

the wornan dental student, in noticeable numbers, is
rather recent. Just twenty years ago, dental schools like
Harvard, Georgetown and St. Lo did not enroll
women.3 Today, many schools
scrutiny to Their femaleftapplican
committees may gansider the marit
plicant; and whethq it is likely that er family duties
will inerfere with her education or her practice of
dentistry. The schools are, or Were, afraid that women

ving special
e admisSions
us of, the apl
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are more likely than men to perform poorly in school 53
and that their attrition rate will be higher. Recent
studies have shown, however, that the fears of the
schools are unrounded, because women perform better
scholastically than their male counterparts, and that
drop-outs are equally as likely to be men as women.*

Most of the studies in the literature conclude that
.vomen in dental schools do not have difficulty handling

lacademic and clinical responsibilities, but they may
have difficulties in other, non-scholastic areas. Women
dental students sometimes report that psycho social
problems arise in an all-male environment3 Linn 5 in-
'erviewed women from three different dental schools,
and several discussed problems that arose because they
were females in a minority situation. The women
dental students said that their male peers often falsely
accused them of getting preferential treatment from
insSructors. The women felt, in fact, that the instructors
were sometimes unfair to them, and by advising thern
to go into traditionally female specialities, triedkp
limit their career options. The women students iMr-
viewed said they were often left out of after-school
study groups and informal gatherings, which tended to
be single-sexed.

A subcommittee on the status of women students
at the College of Medicine and Dentistry of New Jersey
conducted a survey similar to Linn's in 1972.° The
subcommittee examined how women perceived their
educational experience had' been affected by their sex.
An attitudinal questionnaire was sent* to women medi-
cal and dental students and alumnae. The respondents
discussed discrimination often, but few reported overt
instances. Among those that mentioned feeling dis-
crimin9.tion, half reported that the negative attitudes
towarAs women as dentists' were more alit to come
from male students than from faculty members. How-
ever, .the women felt that the faculty members were
sometimes insensitive to female students. Often, classes
started with dirty jokes, as well as anti-feminist jokes,
and the women were expected to laugh at botlYThe
respondents said ,that they sometimes felt theY- We're'
expected to "pro-e" themselves more than their male
counterparts. Overall, however, 17.percein of the re- =

spondents felt that they encountered no more difficul-



ties than the men in their claSs; and 87 percent said
that if given the'choice, they would choose a career in
the health profession again.

It has been my qcperience as a dentalstudent, that
the instances of sex discrimination within the dental
schools are vety covert and subtle. I conducted a sin.-
vey of eight dental schools last summer, for Region III
of the Department of Health, Education, and Welfare,
and found that most dental' school administrators were
not even aware of the sex discrimination that existed
within their own instittttions. In my dental schOol class,
for example, there ar,é fifteen women oilt of a class
of 162 students..

In preclinical prep atory labs at school, I find that
frequently male classm es will tease me about getting
preferential treatment from instructors. These lab situa-

54 tions are very stfessful, and require long hours of prep-
aration before final projects can be graded. It is very
irritating to have worked long and hard on a project,
to receive a good grade, and then be told by 'male lab
companions that I only 'received the grade because I
was a girl. In fact, such remarks are more than irri-
tating, for they tend to undermine my professional
self-image, at' a time when I am trying terribly hard to
build up my self-respect as a competent dental prac-
titioner.

Women Dentists
Dr. Haavio-Mannila has discussed the occupational

productivity of wcmen dentists as compared to male
dentists in Scandinavian countries. It was her.observa-
tion that in countries where only a few women .ire
active in a profession, the sex differences in economic
activity are apt to be larger than in a country which
has more women in the professions. This observation
would seem to predict that in the United States there
would be a substantial sex difference in economic
activity of male and female dentists. Unfortunately, to
my knowledge, adequate studies have not been under-
taken on the subject. The only studies that do exist
claim that somewhere between 77 and 85 percent of
all women dentists are active profegsionally.1 8 How-
ever, no comparisons with male dentists are available.

Women dentists in the United States are more likely
to specialize than men. Thirty-one percent of women
dentists specialize, as compared to ten percent of men.°
Furthermore, it was found that the two most popular
specialities for women dentists were pedodonticg and
orthodontics; the two-most popular specialities for men
are orthodontics and oral surgery.

One study, conducted by Linn, found that women-
dentists are more likely than 'men, -to change their
practice location.'0 Obtaining State licensure was a ma-
jor problem for many of these women dentists. Approx-
imately 38 percent of the women dentists interviewed
said that they had interrupted their dental careers one
or more times since raduation. These interruptioni
were usually caused regnancy, family demands, or
'husbands changium,,...ir place of work. On the average,
thtitotal length .or time for all interruptions was four
..,'

41-

years. It was noted in a study by Talbot, that marital
status was the most important factor in determining

-the ptofessional actiyity Of women dentists." A single
woman who had never been married was more likely
to worlf full tinie. The determinant in the amount of ,

time dkted to dentistry was the presence and ageof
children.

The difference in practice patterns of male arid
female dentists in the United States, in terms of work-
ing hours per week, income levels, and private versus
non-private work, have not, to my knowledge, been
researched. Certainly more demographic dIa are
needed tO compare and evaluate the sex differences in
practice patterns between male and female dentists in
in the United States.

Attraction of Women to Dentistry'
One marwTder why' more wornen in the United

States are not *acted to the dental'profession. Strange
and Lu 12 conducted a survey of high school students
from six different schools across the country to de-
termine their attitudes towards dentistry as a carper'
for women. When the students,were asked to rank
dentistry in comparison to twelve other professions and
careers, dentistry ranked quite low. It was ranked
seventh by the boys, and tenth by the girls. In the
same study, questions were designed to assess attitudes
towards women in dentistry, and it was discovered
that only about one-third of the respondents thought
dentistry was a good career choice for a wothan, and
even then, the majority did not feel that a woman could
successfully pursue a dental career and still have a
good family-life. Most of the students believed that
women were capable of becoming good dentists, but
that they should not pursue a professional career.

Levine suggests that one reason why many girls do
not consider dentistry, is that they view it as a mascu-
line profession, because in this country, it is practiced
primarily by men." Furthermore, dentistry is involved
with the sciences and with mechanical ability, both of
which are considered masculine interests in American
society. It is often true that small boys are encouraged
to play with mechanical devices, while little girls are
not. The tendency for boys to do better in the sciences
is evident throughout the educational years. Since 1955,
National Merit Scholarships have been awarded to
800,000 high school juniors each year; and the girls
always do better in English, and the boys excel in
mathematics, social studies, and sciences." In the
United States, women earn only 30 percent _of the
bachelor's and master's degrees in the biological sci-
ences, and only 16 percent of the doctorates."

Most reseachers suggest that the concept of the "role
model" plays a large part in any individual's choice of
career. Most of us, in some way or another, develop
our career expectations and participate in daily activi-
ties which fit a preconceived role. We tend to pattern
this role after isnether individual whom we respect and
with whom we can identify. The woman who considers
becoming a dentist (or the man who considers becom-
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ing a nurse or dental hygienist) is in a peculiar situa-
tion. First, this person lacks the usual stimulus to enter
such a profession because of the lack of identifiable
role models, and second, once making the decision to
enter the,unconventional roie, must contend with self-.
doubts about, his or her proper place within the Ole.
In fact, it was found by one researcher, that women
who enter the dental profession in the United States

.usually have more, than average social exposure to '
dentists." A greater number of twomen dentists and

dental students reported that a-member of, their iMme-
diate fainily or other relative was a dentist than did
their male counterparts.

Most persons' interested in recruiting More women
to dentistry feel that ',omen dentists should, play a
ireater role in encouraging other women to enter the
profession, dius providing the role model which is now
lacking. In addition, it is felt that recruitment efforts
should begin during the high scliool years or earlier,
before women iiave eliminated dentistry as a' viable
alternative.

Specific suggestions fo l. recruitment efforts might in-
clude workstkops to be silonsored it the dental schools
for' wome4 College advisers and even high school
counselors. Also brochures might be published by .
indiVidual dental schools that are specifically directed
at a female audience. Certainly similar measures lidve
been undertaken by the dental profession to inCrease

I the representation of other minority, grOups.
,After,I researched the admissions.prdgrams of eight

dental sChools last summer, it was my conclusiori that
there was little evidence of affirmative action programs
for women in dentistry. The prevailing attitude among
dental school administfators in the United States seems

, to be that since the enrollment of women has increased
steadily over the past'five years, it will continue to c16

;

so without, much intervention on the part of individual
schools. .

The word "dentist" is not a masculine word in
Scandinavia-i-and should not be in the United States.
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Some InforMation Abiout WoirklEn
in the Health Field in Sweds4e

Women constitate slightly.. More. than on9rha1f of
the Swedish population. They represent 4 percent of
the labour market, Which. is to say. that 'the e..are fours
wage earning womenmer six men. Since th begliming
of 1960, women have been responsible fortFe i4crease '.1
in .the total labour force. Of the total of f
employees, 650,000 are working part-time, of which
600,000 are women and 50,000 men. Betty n 1965
and 1973, 250,000 women entered the labou market
the female labour market. There still exist in
Sweden one labour market for men and another, with
lower salaries and inferior career opportunities, for
women. In 1970, 72 percent, that is, almost three-
quarters of all wage-earning women, were found in 25
of the 290 classified occupations.

Approximately 225,000 persons, 5.8 percent of the
total labour force, were employed in the health field in
1973. Between 1960 and 1970, the number of health
care workers increased by 43 percent, between 1970
and 1972, by 14 percent. From 1960 to 1972 the total
population in the country increased by 8.6 percent.

The rate of increase in the number of workers differs
among the health occupations. As Table 1 shows, the
rate of increase was largest among occupational thera-
pists and social workers. Their number increased 300
percent between the years 1960 and 1970. Between
1970 and 1972 the increase in workers was largest
among physiotherapists and nurses.

Between 1960 and 1912, the number of physicians
increased by 67 percent, dentists by 37 percent, nurses
by 92 percent, and other health care workers by 58.
percent. In 1960, there were 1,050 inhabitants per
physician, in 1970, 760 inhabitants per physician, and-
in 1972, 620 inhabitants per physician. The propor-
tion between dentists and inhabitants in 1960 was one
per 1,470, in 1970, one per 1,200, and in 1972, one
per 620. ,..

Looking at the health team, which consistFof nurses,
physiotherapists, occupational therapists, skial work-
ers, practical nurses and nursing aide, in -1960 there
were 816 health care workers per;7100 physicians, in
1970, 878,, and in 1972, 918.

'

.

-

-.1461e. 2
. . is one ,occu

nstrates tht although the- healtkfield 57
d nainly wornen,L the proportion of

women, tir met4,varie's Amba -*; 'different healt4 occu-
.pations. Men ate found as° ysicians, dentists, dental
technicians, nursiak:assistaat,i ltrid psychiatrists. The
other health occuP:gions ase ittlly dominated by

Issues and Approaches to the Utilization of Women
,in the Health Occupations: Nursing, Allied .

Health Occupations and Support Sorties -
. $.

In view of the short supply of health workers during
the last ten years, especially physicians and nurses, it
has been necessary to find means to make the best use-`
of available resources and to upgrade knowledge and
skills. The problem of short supply of health workers
in Sweden is combined with an uneven distribution,
which renders the problem even more difficult-to solte.
Recruitment: As in all other industrialized countries, rzi
the demand for manpower in Sweden varies-according
to economic fluctuations. It is mainly technical and

structural developments and consum l tion which, de-
termine production and, thereby, the eed for man-
power. The supply of manpower is, however, changing.
There can be large variations over a short term.
Sweden's labour force totals approximately four million
but during the course of a yeeapproximately four and
one-half million are part of the labour market at some
time.

There may be a manpower shortage in some places
while employment opportunities are scarce in others.
There exist considerable regional differences, particu-
larly between the northern parts of the country and
the rest of Sweden. By using appropriate selective
measures, the National Labour Market attempts to
facilitate the adjustment of manpower supply and
demand toschanging conditions.
Employment service, vocational guidance and large vo-
cational training programs: These programs repreant
the main implement for recruitment. Employment
counselthg, a part of the general employment service,
is very important in the recruitment of health care
workers, due to the many fields of specialization, and
the variety of qualifications required. The employment
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Table 1: Active Health Care Workers
Average Annual Percent Increase: 1960, 1970, and 1972

a Occupation

58

Total

Physicians
Dentists
Nurses
Physiotherapis
OccuPational therapists
Social workers
Dental technicians
Dental nurse/assistant
Practical nurses
Nursing aides
Nursing assistant in
psychiatric care
"Others

Sou4ce: Allman Halso- och.Sjukvard 1972

-
Number

1960
Annual Percent

Increase
191o70

Number
1970 1972

Annual Percent Number
Increase
1970-72

116.510 4.0 167,650 . 7.0 191,670

7,130 4.0 10,560 6.0 11,920
5,090 3.0 6,720 2.0 6,990

22,050 4.5 34,240 11.0 421250
1,790 4.0 2,600 17.0 3,510'

210 30.0 660 4.0 710
230 30.0 720 10.0 870

1,850 3.5 2,600 2.0 2,700
5,090 4.0 7,500 3.5 8,000

32,810 5.0 53,960 7.0 61,450

11,000 3.0 14,950 6.0 16,780
29,210 1.5 . 33,140 5.0 36,490

counseling organization provides individual guidance
and systematic follow-up for all those who request
them.
The prevocational practical orientation (PRY0): This
is another measure designed to introduce pupils to
different occupations and working environments while
they are still attending the nine year comprehensive
school. The scheme is comprised of three introductory
study visits in the eighth year and a compulsory two-
week period in the fall term of the ninth year. The
practical orientation in the ninth year may be extended
to a maximum of 36 days. While., PRY() was first
introduced in 1960, its present form was initiated in
the 1972-73 school year.'
Labour market training programs: These programs are
provided to solve adjustment problems of individuals,
as well as to try to satisfy the demand for trained
labour. The programs are comprised of variou,sAyks
of courses, the main types of which are retraining,
further training, and refresher courses. The training
programs follow curricula adopted by the National
Board of Education. During the budget year 1973-74,
8,399 persons took part in labour market training
schemes for persdnnel in the health field. Steps have",
been taken by the gogiernment to lighten the burden
cl0 home and family responsibilities for working women.
They include facilities for the provision of care ,for
children.
Pre-school Activities Act: Passed by the Swedish Par-
liamerit in December 1973, the Act gives small children
a statutory right to adequate provisions for their care.
"Pre-school" is the term used for activities organized
in the form of day nurseries, at which children between
the ages of six months and seven years may spend
five or more hours a day, and at which part-time groups
of children between the ages of three and seven may
spend, usually, three hours a day.
Parenthood Benefit: In January 1974, a new regulation

came into force under which a benefit will be, paid 'to
that parent who will have custody of the newborn
baby. The parents may alternite caring for the child.
Parenthood benefit is paid for a maximum 'Of 210 days
per birth, regardless of how it is divided between the
parents.

Along with the measures undertaken by the govern-
ment, various Steps of a specific nature ar undertaken
by local hospitals, health agencies and ther institu-
tions, in order to recruit workers for hea h care serv-
ices. For recruitment of those in the heal ,1 occupations
who have been active and are curre A4, active, the
National Board of Health and Welfare p ovides man-
power data. Through its registers of selected occupa-
tions, information on the supply of health care workers
in the county, region, di country as a whole, is avail-
able. Some health occupations, e.g., physicians, dentists,
nurses, midwives, physiotherapists, medical technicians,
and practical nurses must submit annually to the Board
not only their name, address, age, specialty, number of
children under the age of seven, number of months in
work, but also the, post she/he has held during the
previous year, any additional education she/he has had,
and any other relevant information. It has been said
that there are no other occupations in our society which
are as care-fully observed as those in the health field.

Housing shortages have, for many years, been one
of the factors limiting the availability of nursing per-
-sonnel. The health authdrities "now offer modern resi-
dentid dwellings in the vicinity ofbut outsidethe
hospital grounds. If the workers do not want to rent
these flats they are made available to other people.
Retention of Health Care Workers: Health authorities.
in Sweden are fully aware of Pthe fact that the best
way to encourage health care workers to remain in
the work force is to offer good working conditions. The
working conditions of health occupations are, however,
determined by collective negotiation. As they are con-
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Table 2: Active Health Care pirorkers,--the Proportion
of Female Workers: 1972

OccUpation - Total
Female
Numbe , Percent

Physicians 11,920 2,160', - 18.1
Dentists 6,990 2,010 , - 28.8
Nurses , . - 42,240 41,450 98.1
Physiotherapists 3,510 3,370 96.0
Occupational therapists 710 670 94.8
Social workers 870 800 92.0

-Dental technicians 2,700 500 18.5
Dental nurse/assistants 8,000 8,000 100.0
Practical nurses 1
Nursing aides c 61,450 59,790 97.3
Nursing assistant in

psychiatric care 16,780 10,560 62.9

Source: Allman Halso- och Sjukvard 1972
Lahdstingsforbundet 1972

Table 3: Total Salary for Health Care Workers
Average Income Per Month: 1973

-

Occupation Sw. Cr.*

Average income all occupations 3,220
Physician (head) 13,200
Physician with specialist qualification 10,050
Physician without specialist qualification 8,260
Physician district 10390
Dentist 5,780, ier

Nurse (head) \ 3,360
Nurse (assists t) 3,020
Physiotherapist 3,330
Occupational tlIprapist 2,730,
Technician 3,070.
Technician, labo atory 2,780
Social worker .1 3,510 ,
Dental hygienist' 2,5f0
Dental tecl3nician
Dental nurse/assistant

23:469100

Practical nurse 2,770
Nursing assistant in psychiatric care 's 2,760
Nursing aide 2,440

Source: Landstingsforbundet
* $1 = 3.94 Sw.Cr. (arithmetic mean)

Table 4: Months EmployedNurses and Medical
Technicians: 1968, 1970, and 1972

percent percent
employed employed
more than less than
9 months 9 months

percent* inactive

4..

Nurses
1968

14970
972

Medical technicians
1968
1970
1972

35 37 28
38 37 25
34 48 18

50 37 13
42 37 21
42 43 15

Source: Sjukskoterskekaren, 1972
Assistentkaren, 1972

Table 5: AchievementDays of Work, of Nurses and
Medical Technicians, in the Years 1968,
1970, and 1972*

Days of work
Achievement of 1908 1970 1972

100 nurses 48 49 52
100 medical technicians 51.3 55 59

* Reflects the extent to which nurses and Medical technicians
are part-time workers.
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nected with those of many other groups of employees,
negotiations concerning conditions such as hours of
work, night duty, overtime, and premium pay for late-
shift work, are conducted in cooperation with profes-
sional and trade union organizations. In recent years,
the negotiations have been directed toward increases in
the salaries of low-income workers in ordlir to bring
their salaries to the average income level. The majority
of health care workers are women, and these women,
like women workers generally, are, to a large extent,
employed at lower income levels than men (Table 3).
Through the process cited above, these women have
been granted their share, and are now Approaching a
level of income more comparable with the average
income. Negotiations are currently in progress for the
years 1975 and 1976, and again are concentrated on
16v-sincome receivers. 59

In Sweden there is a reservoir of women educated
for health care service who should be brought back
into service on either a full-time or a part-time basis.
Tables 4 and 5 show the duration of employment and
days worked for two occupationsnurses and medical
technicians.

The difficulty of combining marriage, childbearing,
and family responsibilities with work in hospitals and
institutions is a problem. Therefore, efforts,baye been
made to develop part-time employment. This Ms, how-
ever, presented special problems because very often
the part-time worker can work only during special
hoursThis causes friction when evening duties and
holiday work fall upon the other members of the
health care team. The increasing number of health care
workers who leave their work for family responsibilitiesq °
underlines the need for a careful analysis of the working
pattern and the shift arrangements in health care serv- .

ices. Such an analysis has been initiated.
Best Use of Available Resources: The basic question
underlying the problem of effective utilization of health
care workers is "Who can do what and for whom?"-In
order to be able to conserve nursing skills for where
they are most needed, and to find out how reassignment
of activities aniong nursing personnel and others could
be made, a country-wide evaluation of nursing activities
and activities performed by different groups of nursing
personnel was undertaken. The study covered approxi-
mately 1,200 different units, a sixth of all wards, a third
of all out-patient units, all operating-theatres, all ma-
ternity units, all laboratories, and all x-ray units.

The study revealed several factors influencing the
staffing and the nursing hours devoted to patient care.
As a result, today there are a number of services and
facilities established and availablekin Swedish hospitals
and institutions: clerical service, messenger and delivery
service, and housekeeping and dietary departments.
Both women and men were placed in pools of person-
nel to perform these activities.

The study report which also revealed possibilities
for utilization of auxiliaty staff to relieve nursefr of
activities not requiring their skills, was distributed by
the government for comment to health authorities, pro-



fessional organizations iMd labour unio hich would
he affected by the proPosals made in th port. The
Ministry then drew up the resolution and submitted
it to the Parliament. An'Orgrized plan of assignments
for practical nurses, nursing aides, and ward clerks
was then established. Education and systeinatic em-
ployment on a national leverwre initiated for these
occupations.

Investigations into activities froni which nurses could
relieve physicians (general practitioners) shOuld also
be mentioned. The information received from the in-
vestigations has been used for experiments which are
going on in a Community Health Center. The experi-
ment will be described later.

Current assessment of the character of the health
care services and the personnel required to provide

60 them is necessary. New knowledge must be acquired
regularly, and new techniques are continually being
developed. As medical practice changes, the fUnctions
and activities of different health care workers will
change.

To increase the efficiency of health manpo
lion, studies of different kinds are underta n. The
may be conducted for a single unit, a hospital,
agency, or institutions in a county. They are mostly per-
formed by. personnel employed by the county. Tw u ty-
one of the 23 counties have Managerial units with t eir
own staff, i.e., people who are expert in planning and
directing activity studies. For consultation services the
counties can rely on Spri, the Institute for the Plan-
ning and Rationalization of Health and Welfare, spon-
sored by the Ministry of Health and, Social Affairs, the
Federation of Count):.. Councils, . and three municipal
councils. The Institute has departments for planning,
organization, constructiono equipment, and facilities.
The managerial department provides assistance to
counties in outlining studies of different kinds.
Upgrading Knowledge and Skills: The way to upgrade
the knowledge and skills of health care workers is that
applied to workers in other fieldsinservice education.
This education is the responsibility of employers, i.e.,
the counties. It is stated by regulation that physicians,
midwives, public health nurses and Physiotherapists
must undergo further education at regular intervals.

In order to provide service to the counties in this
respect a special department was established withinthe
Federation of County Councils to provide educatio,..1
programs of general interest and value to all c
Assistance is made available to counties wh'
to develop new programs and new ap
improvement of their inservice education.. e d pa
ment is also responsible for the develoment of new
teaching-aids and equipment. The program for each
county is, however, based on local needs, and much
effort is put.into the programs which intend to prepare
the employees for their work.
Ond example: Until recently, patients in acute coro-
nary distress ere treated in the general intensive-care
unit. With e deVelopment of electronic monitoring
machines a d other equipment, a separate unit where

both staff and equipment would be immediately avail-
able was estaliished for the treatment of acute coronary
diseases. When the program of cradiac intensive caw
was initiated, there were almost no nurses who had
the necessary preparation for working in the unit. It be-
came the responsibility of the physicians in the cardiac
unit to provide the necessary instruction to make dele-
gation of tasks possible. When the physicians are as-
sured that the necessary degree of competence has been
attained, they relinquish some of their responsibilities
to the nurses within the unit.

When another cardiac unit was to be;established,
there was a demandlOr nurses with the necessary prep-
aration. The-physicians in" the special branch of the
medical.dssociation urged that the preparation of nurses
in cardiac intensive care be provided as rapidly as pos-
sible. The' initiative led to the establishment of regular
courses which are added as instructional modules to
the present program of post-basic education in intensive
care nursing. The delegation of activities by the phy-
sician to the nurse was subsequently followed by ad-
ditional preparation of the other health workers in-
Wird. This preparation also consisted of modules

ded to earlier education of practical nurses.

Methods to Improve Utilization of-Health Care
Workers: Specifically, New Tasks for Nurses and
More Responsibility-to Nurses in Primary Care

Foreigners who study the Swedish health care service
are often-surprised at the Swedish nurse, who performs
activities that in other countries would be done by
physicians. This has been the case for nurses working
in hospitals, but more so for nurses engaged in health

care §ervices outside the hospitals.
Government, health agencies, county councils, pro-

fessional organizations and labour unions can propose
innovations in health care delivery. It may be the
Parliament, through a motion presented by a member,
which decides upoillan extension of service in relation
to abortions, or a health -agency or institution which -
has the availability of one group of health care workers
and inavailabifity of another, and wants to provide
essential service through special arrangements, or a
branch within the medical association which can see an
expanding role for X-ray technicians, or the labour
union which wants to_draw the attention to the fact
that practical nurses are not used to the best advantage.

hese circum 11 for a mechanism for the rear-
of work and a link between potenliautiliza-

tion and education.
EducatiOn for health care personnel is, in the first

instance, the 7sponsibility of the Ministry of Educa-,
and Cultural Affairs on one hand; and the Ministry

th and Social Affairs, on the other. Under these
ministries, ill find various independent administra-
tive departments (Figure 1) dealing with matters relat-
ing to the education of health care workers, e.g., the
National Board of Education, the Office of the Chan-
cellor of the Swedish Universities (UKA) and the Na-
tional Board of Health and Welfare. In addition to
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Figure 1: The State Organization For Education Of Health Care Workers

1

The Advisory I Ministry of Miniary of i i The Advisory
Council of Education and Health and L. Council of
Educational Cultural Affairs Social Affairs Health Planning
Planning

The National
Board of
Educatibn

r-
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I administrated by County
Councils or Municipal
Councils I-_
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The Office
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versities

Universities with
medical faculties

these departments, there are advisory bodies to AI*
Ministry of Education and Cultural Affairs andigfie
Minis* oilliklealth and Social Affairs, namely, the
Advisory Council of Educational planning and the
Advisory Council of Health Planning. The latter is re-
sponsible for the coordination ,of all health planning
in Sweden.

All curricula for health care personnel are approved
by the National Board of Health and Welfare, which
also is responsible for the planning of health care
workers for the country as a whole. The education of
physicians and dentists is administered through the
Office of the Chancellor of the Swedish Universities
(UKA). The National Board of Education is the central
administrative body which directs and, in cooperation
with the National Board of Health and Welfare, plans
education for most health care workers. The schools
for education of these woners are administered by
county councils or municipal cOuncils.

The trend is to establish combined schools for the
education of various Nialth occupations. There can be
up to 50 different educational programs in the same
schdol, i.e., basio nursing education, post-basic nursing
egucation, practical nurse education, nursing aide edu-
Cation, X-ray and labOratory technician education, etc.
All schools throughout the country have the same
curriculum for each occupation and are Organized along
the same lines.

There are several parties involved in the develop-
ment of curricula for health Care personnel. For this
reason "rules of procedures" for planning have been
established. The draft of a curriculum, whether it is

The National
Board of Health
and Welfare

The Committee
for Postgra-
duate Training
of Physicians

new or a change in an existing one, is distributed for
comment to the National Board of Health and Welfare,
to health authorities, professional associations and
labour unions which will be affected by the proposed
education. Through this pattern of collaboration the
time for implementation of a curriculum is considerably
reduced.

Maternal and Child Health Care
The activities in maternal and child health care are

carried out according to plans determined by the Na-
tional Board of Health and Welfare. ;
Maternal Health Service: Maternal health care is pro-
vided at loCal health centers. It includes prenatal care,
postnatal care and contraceptive Ounseling. Some 94
percent of all exPtctant motherst utilize the health
care system. Every pregnant woman should visit a
physician at least three times for prenatal 'care and
at least,once for postnatl care. Midwives and ablic
health nurses with postgraduate education in mafErnal
health care are appointed at these health centers. They
have hours for visits at announced times. They take
part in prenatal and postnatal care, they arrange
courses to prepare parents for childbirth, and they give
contraceptive advice.

At the initial visit, the pregnant woman is screened
by a physician. Those who are regarded as normal
cases are assigned to midwives or nurses from whom
they will receive care as long as the course of the
pregnancy remains normal and until the woman enters
the hospital in labour. Pregnant women in high risk
groups are cared -for by physicians.
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Visits in 1972 to Physicians and Midwives
(Average Visits for The Whole Country)

ov Physicians Midwife

Visits per expectant mother
The midwives also make home visits to
expectant mother. Home visit (average
for the whole country) is 0.2 per
expectant mother

9.0

Source: Allmdn Ha lso- och Sjukvard 1972

For a long Jime it has been the responsibility of
midwives to provide contraceptive advice to both preg-
nant and non-pregnant wonien. The new law concern-
ing',abortion (1974) implies that advice is available
upon request about the termination of pregnancy. The
maternal health center has developed into an institu-
tion tothvhich one turns in need of help both to avoid
pregnaircy and during pregnancy, irrespective of
whether one wants to carry on or terminate the preg-
nancy. The midwives are trained in and take care of
the applications of some technical devices for family
plann . Gynecological health control of 01 women in
certiñ age groups as well as control of single women
is t4ndertaken by midwives.
CI3zId health service: Child health care is provided at
local health centers. Child health care is entirely volun-
tary, but it is estimated that 99.9 percent of newborn
children are covered. The aim of child health care is
complete health supervision and detection, of handi-
caps of all children between birth to school age. Nurses
with post-graduate education work as members of the
team in the health centers. The health s'upervision of
children (excluding those with abnormalities) includes

.; examinations by physician& four to seven times during
the first year, twice during the second year, and once
a year for all (Air ages.

Visits in 1972 to Physicians and Nurses
(Average for the Whole Country)

Visits Physician Nurse

During the first year 4.7 4.3
second year 1.6 . 1.2
third to seventh year 0.8 0.6

The nurse also makes home visits. Home
visits (average for the whole country)
are
During the first year 2.7

second year 0.5
third to seventh year 0.4

Source: Allnian Halso- och Sjukvard 1972

Public -Health Care (District Care)
The range of activities of the public health nurse/

district nurse varies depending on whether she works
in an urban or rural area. In the rural areas, her ac-
tivities include maternal and chitd health care as well
as school care. The district nurse works practically
independently, particularly in sparsely populated areas.
The district doctor is, however, her formal supervisor.

Activities of District Nurses: 1972

Districts

Urban Other All

Number of district nurses 365 1,5301 1,895
Number of home visits 475,521 1,159,900 1,635,421

Sick care (exculding care
for long-term patients)
per district nurse 1,303 758 2,061
Care to long-term patients 121,886 206,074 327,960
per district nurse 334 135 173
Health care 12,723 339,955 352,678
per district nurse 35 222 186
Child health care 266,020 266,020

Number of visits to district nurses
Sick care (excluding
long-term) 484,014 1,404,1 1,888,116
Care to long-term patients 7,387 9,100 16,487
Health care 40,300 567,929 608,229

Source: Allman Halso- och Sjukvard 1972
Occupation

In the course of time, district nurses become well
acquainted with the neighborhood where they work.
They are well informed about individual families, their
living and working conditions, which have general
bearing upon their attitudes toward child-rearing and
health practices.

In addition to their responsibility for problems of
physical health, they are very often called upon to
meet the needs of mentally disturbed patients. With
a new structure of the health care service, the responsi-
bilities in this respect will increase. Their responsibili-
ties in total family health will call for an exploration
of the staffing pattern in the health care service. The
future will demand selective reassignment of activities
from the district nurse to others. Studies carried out by
Spri indicate possibilities of using auxiliary nursing
personnel in conjunction with district .nurses.

Community Health Centers
As mentioned earlier in this presentation, studies

have been undertaken which show that nurses can
accept activities which today are performed by physi-
cians. To further investigate these findings, research
projects have been initiated. The purpose is to see if
the best use of the general practitioner in health centers
is being made, or Ahmy activity can be handed over
from the GP to ot ealth care workers.

Special clinics have been organized for such chronic
diseases as diabetes, cardiovascular diseases, urinary
tract infections, and mental diseases of the elderly.
When a patient appears with signs of a chronic disease,
he is taken care of by a physician who makes the
diagnosis, informs the patient of that diagnosis, and

. draws up the plan of treatment. The physician starts
the treatment and ensures that the expected effect is
being achieved. From then on the control procedure
becomes the activity of the nurse.
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The Clinic for Diabetes
The diabetes clinic is organized with a nurse, a part--

time dietician, and social worker in charge. The work



follows a specific program in Which the nurse has to
see each patient at least every third month. She checks
the medical history, informs the patient about the
disease and teaches him how to check urine. She per-
forms a physical examination, takes the blood pressure,
inspects the feet carefully and condu6ts neurological
examination. Once a year the patient 'is examined by
one of the physicians at the center.

The diabetes clinic has been a success. It has been
learned from the clinic that three of the four annual
visits to physicians can be handed over to other health
care workers, mainly nurses, and that the patient
values the .close contact with the nurse and the con-
tinuous information he receives from her.

Analysis of Issues of Career Ladders Within
Health Occupation

For sevbral years; there has been a career ladder in
ractice within the field of nursing. A career plan is
developed through which a person may begin at the
entry level as a nursing aid, then move to an increased
level of competence as a practical nurse and later on
as a registered nurse.

A natibnal committee has recentLy proposed an edu-
cational program through which the registered nurse

..,may reach the level of the physician. All the way up
the ladder each new program is built on knowledge
obtained through earlier education and experience.

This principle, among others, can be observed in a
proposal entitled "Higher Education" presented to the
Parliament. The educational organization for future
higher education is arranged to stimulate further
studies. The intention is to offer every individual a
suitable pattern of education, TlIrOugh this proposal,
the present faculties of the uniVeriiiies will be replaced
by occupational sectors. Five sectors are proposed, one
with programs for education of health*care workers.
Through these arrangements it will be possible to relate
all health occdpatiOns to an educational continuum and
to create curriculafor education of health care workers. '`),
It is proposed that those who are to use the trained
manpower will have a greater inffuence on the content

, of different programs. This structure for future Swedish
health care service, with defined responsibility within
the health delivery system for development of norms
for health care service, will make it possible to lay the
foundation necessary to develop new educational pro-
grams.

A study of health care service undertaken by Spri
included an analysis of functions in different services:
Its purpose 3,vas to find elements in common which can
serve as a basis for ihe development of modules for
education and training. New knowledge and tech-

. niques can lead to new, modules being introduced into
the system. It will be possible to return to the educa-
tional system to acquire additional modules. In the
case of transfer from one occupation to another, credit
will be given for modules previously acquired. Through
such an educational system one can expect a greater
flexibility, not only in the development, but also in the
use of health manpower.
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The Effect of Sex Stereotyping of Occupations on
Health Care Deliveri and Methods to
Break Down Such Stereotyping

The present sex reties in Sweden are deep-rooted.
The existing pattern of life conditions is impressed upon
children while they are growing up. It is reflected in'
their choice of education and later, in their choice of
occupation. Even though tile number of women enter-
ing the gymnasium has increased during the last decade,
the number of those who enter universities for studies,
for instance, in medicinb and dentistry, has remained
almost constant over a period of time (Table §).

Table 6: Students Admkted to Medical and Odonto-
logical Faculties by Sexin 1960/61, 1965/
66, 1970/71, and 1972/73 -

Faculty 1960/61
Academic Year

.1965/66 1970/71 1972/73

Medical
Total number

Number women
percent women

Oclontological
Total number

Number women
percent women

491
116

23.6

237
87

36.7

575
151

26.3

273
115

42.1

902
227
25.2

386
146

37.8

1,055
307

29.1

439 1:

184
41.9

Source: Utbildningsstatistik 1960-1973
SCB: PM 1974:3
Allman Halso- och Sjukvard 1972

The increase of wage-earning of women during the
last decade mentioned earlier has not affected sex .
segregation or 'the mechanism behind it. So long as
expectations is, regard to income and career opportuni-
ties are so afferent between wornen and men, little
change can be expected. The occurrence of two differ-
ent labour_ markets in which women and men hardly
compete with each other, does not contribute to a dis-
solution of sex segregation.

As previously stated, women constitute a significant
potential for future workers in the health field. From
Table 7 it may be observed that students admitted to
schools ofruirsing are mainly women, even 'though
nursing education has been open to men since 1951.

t.,

Table 7: Students Admitted to Schools of Nursing by
Sex in 1960, 1967, 1970, and 1973

1960 1967 1970 1973

Total number 1,872 2,871 3,084 2,530
Number men 217 317
Percent men 7.0 12.7

Source: Utbildningsstatistik 1960-1973
SCB: PM 1974:3
Allman Halso- och Sjukvard 1972

DUring the next decade, a slight decrease is ex-
pected in the total supply of manpower. An increase
is foreseen among married women due to a higher
rate of employment and to immigration. A decrease is,
however, expected in the- supply of male manpower
due to lower age groups and improved conditions for
retirement. It seems, therefore, to be nespssary to rely
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on female manpower in the health field in the near
future.

A commission, which since 1972 has examined the
problem of equality/parity in rank between Women and
then in Swedel, has undertaken a survey this year of
the conditions of life of Swedish males and females.
It is hoped that the hndings can be translated into

rspecific measures and initiatives.
Worker Activism: The idea behind "wOrkers participa-
tion" has deep roots in the history of the labour move-
ment. Since 1946, the Swedish work council system, an
agreement between the Swedish Employers' Cogfedera-
tion and the trade unions; has been in force. The work
council was supposed to be a "medium for information
and joint consultation between the management and
the employees through their trade unions' organiza-

64 tions." .

Today, the trade unions are involved in discussions
concerning the role of these councils. It is argued that
work councils must have the right to decide on central
questions, such as personnel administration, organiza-
tion and production. One way in which workers may
share in decisions is by being represented at higher
°management ley ls.ethe economic function of an enter-
prise is one a decisianmaking. Workers' participa-
tion in this 'area has been considered a matter of
particular interest.

A national committee has been working on how to
attain the workers' participation in enterprises. The
philosophy spreading .throughout society today is a be-
lief in the need for direct involvement of people in
the institutions and Qrganizations which affect their
lives. A main demand is that management's position of
command be replaced by a relationship based on co-
operatron. All important decisions in planning and
organization, personnel matters, and changes in the
working environment must bp made jointly by workers

and management. Whether thege rights will be laid
down in:law or regulated through agreements between
the two Parties will be seen in the near future.

Outlook for the 80's t
The expansion of education that has taken place in

Sweden in the 1970's makes it obvious that the supply
of highly educated health care workers will increase
considerably,in the near future. Over a ten-xear period
(1970-1980), the number of physicians will double
from 10,500 to 20,500. Correspondingly, the number
of dentists and nurses will steadily increase. Neither
the resources of the labour market, as Mentioned
earlier, nor economid resources 'will permit a similar
expansion in all categories of health care workers.

A change in the supply of health care workers will
call for a reorganization of the personnel structure in
the health service. As a consequence of increases in
the number -Of physicians and nurses, the functions of
different categories of helth care workers , must be
'changed. The traditional role of physicians and nurses-.will need to be modified a 'n accordance with the
supply. It will be necessary. .tik to define, by analysis
of demands, the content in different health care services,
to establish guiding principles of the competencies
needed, and to develop the new educational system
in such a way thathealth care workers will be trained
to fit job profiles of health care services.

In 'the near future, the personnel costs for health
care service may cause problems not only because they
account for about 75 percent of the operating costs,
but also because reduction of working hours is ex-
pected, and this reduction must be met by the employ-
ment of more workers. Also the current equalization
of wages will increase _personnel costs. These circum-
stances have to be considered in planning of education
for and utilization of health care workers.
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How to Improve the Utilization of
Women in the Health Occupations in
Which They are Well Represented
A U.S. Response to the Swedish Experience

Loretta C. Ford, R.N., Ed.D.
Dean, Director of Nursing
University Medical Center School of Nursing
University of Rochester
Rochester, New York

a

Upon reviewing Johnsson's paper, I was struck with
the differences oin the political and social philosophies
of our respective countries; their relationships to
health care and women's roles; and, despite these
differences, the similarities of our problems. In this
brief response, I will compare the models of health care
vis-a-vis the status of women and particularly nurses in

'health care in the U.S. and present an outlook for the
future to utilize the great untapped potential of women
for delivering primary health care to the 212 million
people of the United States (notice I said health care,
not medical care.)

The major noticeable difference between the Swedish
and U.S. models of health care is that the U.S. has not
enunciated, clearly delineated national health policy
from which education of health personnel and health
care delivery patterns emanate; nor is there a system
or articulation of systems of health care for our nation.
Our pluralistic designs with their political, economic
and socio-cultural variables have similar problems,
however, to those identified by my Swediti colleague.
For example, physicians, who are predominately men,
Fontrol the entry and access gates to episodic, disease-

priented medical care models of practice. Insurance
plans require physician control and government plans
offer reimbursement for medical, not health care.

There is no wayo.to collect your insurance befiefits
excep& to. declare yourself ill or actually become physir
cally ill. These practice controls, private insurance
plans and specialized, categorical government pro-
grams, like medicare and medicaid, offer no incentive
for people to remain well. Nor do they allow other
health professionalsmost of whom are women Ipd
nursesto be team partners, or independent providilts'
of health care. For health maintenance, for the identi-
fication of actual or potential health problems, for
anticipatory guidance and counseling and/or health
teaching, for prevention of disease or promotion of
health, there is no coverage.

This disease-focused medical care system creates de-
pendencies and ,deprives people of their rights and
opportunities to become responsible for their own
health. Consumers of health.care must know the op-
tions and alternatives so/that they can make. wise

choices about health matters which determine their
lives. 'Paley must become partners with providers, not 65
passive recipients of brief medical encounters. Changes
are occurring, howevef. Fortunately, concerns about
riets of people as patients are extending to women in
health care also.

The decade of ,the 60's was a time of tremendous
ferment and change. EmPasis on numbers of health
personnel paralleled the Swedish experience with simi-,
lar results. Though when I reviewed the figures, the
ratios seemed comparable, the difference in numbers
was phenomenal. For example, the tOtal Swedish labor
force, 4.5 million, has the same number of people as
wellittave in our health manpower force. In the U.S.,
2.5 million' of the 4.5 million health workers are in
the occupation of nursing. These workers have prepara-.
tion ranging from a few weeks to post-doctoral educa-
tion. Three-fourths of the 4.5 million are women
workers. About one million are registered nurses, over
400,000 practical nurses, and about 800,000 are aides
and orderlies, a predominately female force. All the
sex role issues raised by Johnsson exist here in the
U.S. In some ways, Sweden seems more aukanceitip
addressing the needs of women. The proWons fo 1'
child care, the centralized annual data collecttito
determine the numbers of kinds of health workers
required, the cooperative efforts for counseling, re-
cruiting, training, retaining and .offering continuing
education and career mobility offer tempting designs

.and pattfrns we could emulate.
HOwever, our differing political philosophies_

social structures make one wonder if some of the efforts
at national planning in Sweden are congruent with our
particular brand of democracy which guards- jealously,
individual rights and confidentiality. Despite the cen-,
tralized planninpfor all other health workers, it ap-
peared to me that Swedish physicians are not exposed
to the same controls and 'that otbgr health workers
do not have the same educational opportunities that
physicians enjoy, particularly at the university' level.
Ms. Johnsson has indicated .that the first university
school of nursing will bc opened next year. It will be
interesting to observe the changes that will be wrought
by the introduction of a new educational pattern in
nursing.
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In the U.S. there is a defli4te trend.for nurses .to be-
educated in institution'ofiiigher education, ratfier
than hospital diploma schools. Twenty years ago, 84
percent of our registered nurse' students were 'enrolled
in these schools, Today the enrollment 'stands at 26
percent; with 35 percent in Associate degree programs
and 3,9 percent enrolled, in baccalaureate programs in
colleges' and universities. Nurses, with Master's and
doctoral, degrees have also increased appreciabl*. Grad-
uate priigrairis in nursing focus on theory construction
and nursing science, advanced clinical practice and
specialities-in nursing: Scientific- inquiry and attendant
methodologies in ; preparation for leadership roles in
teaching, clinical practice, research, consultation and
adm-....inistration are integral parts of most graduate pro-

.

grams.
66 Testing out new miles for nurses which expanded the

scope of nursing practiced gained prominence in the
mid-sixties. In 1965, the pediatrie nurse praCtitioner
(PNP) model of nursing ,ipractice was developed to
.provide comprehensive well 'child services and care
of acutely and .chronicay-ill children in ambulatory
settings. Well qualified nurses expanded their care role,
but the nature of nursing was notaltered. It retained its
basic .*ue to provide care and comfOrt, guidance,
counselfil an4 health teaching.' COntrary- to some
interpretations4 this nuOe practitioner was 'not, devel-
oped as a physician's assistant or *sit because there
were shortages of physicians. Shortagsvb'bf medical man-
power however,;did provide yhe opportunity to test
out new roles._ The intent of the Pm>, piojett was to
integrate into grliduate and undergraduate nursing
education Curric'ilumes the conient and processeS of the
nurse practilioner model at the appropriate level of
learning. .

Sinee the first nurse practitioner program begah ap-
proximately 100 others have been started and about
5,1300 nurs'eg° trained for speciality and generalized
services for care of people of all- ages. Today, many
collegiate programs are beginningto integrate into their
curriculums the content and processes generated by, -
the nurse pracifilOner movement.,-kowever, we still do
not have enough nurses trained-..to provide primary
care. We also find- ourselves with a potential over-
supply"olhurses prepared at the lower -educational -
levels and severe shortages of Anical specialists, re-
searclprs, teachers, adininistratorsjor service agencies,
education, government and organiiational work. Em-
phhsis on .the quality, rather than quantity of health
personnel is how needed., BtlaUsi, SWeden, we
in the U.S. are wohdering how inch further we can
extend our economic and human resources for health
care. Currently we are spending over 100 billion
dollars or over 10 percent of the gross national product

priority to care of. the sicka very costly yjoiity,
fin' health purposes. The U.S. has always Or top

Commitment, concerns and allocation of resoOjeS..for
' maintaining health are sorely lacking. Some of you

will recall Martha' Roger's admonition: "Any society
which concentrates its resources on care of the sick-

will never be a healthy society" But womenparticu-
larly nurseswill have to take a more' active and long
term role in emphasizing health care. Fortunately there
is a definite trend for nurses to remain in the. health
Work force. This- trend became noticeable in the late-
sixties and has,been attributed primarily to the rising
,economic statui and professionalization of nurses. Eco-
nomic and general welfare 'concerns are also apparent.

-Unionization of non-professional workers, particu-
larly in hospitals has been on tkeincrease. Some nurses
have joined these industrial-type organizations. Others
have chOsen to join the professional nursing association--
(The American Nurses' AssociationA.N.A.) which
has offafed collective birgaining services for tlp past
.28 years. This nurses' organthtion declattes itself, a
Multi-Purpose organization for all its registered nurse
membership. It functions both as a labor organization ,

and professional activity. Currently under discuision
4vithih the organization is the separation of the eco-
nomic and general welfare program so that the proti
fessional and managerial activities of members aim bt,
aCCommodated. While the A.N.A. has been tradition-0
ally concerned with the welfare of nurses, it alsolias
shown considerable strength in establishing standards
for education and practice, in the certification of
titioners, and an pronfoting quality' assurince. It hie
influe'ntially impacted upon legislation for federal d-

r' for education and practice.
Federal monies for nursing education, has ee the

main source of support for leadershifinnd post-grad ate
iraining in continuing education in this couIiIty
precariousness, of this financial ,aid has serious implica-
tions for longrange, interdisciplinary planning for insti,-
tutions of ..higher education. These institutions have
carried the burden of advanced training without assur-
ances from year to year of ongoing funding. But just.
preparing nurses to practice does not guarantee that
the health care delivery systein: will use them aphcopri,;
afely. The pluralistic nature Of our' system makes its.-
difficult' to compare the .power of nurses in practice.
arenas in the U.S. and Sweden, partly because we have
a non-system of free enterprise in health care delivery.
The primacy, of medicine:superimposes controls, upciri
all other health professionals.

'Some organizational struCtures of hOspittal and health
agencies also pose' difficulties for nurses in, practice.;
Some' of" the new roles created for,nurses in.the sixties
as pitctitioners and 'clinicians cannot surAveto,con-
Aribute vitally to the care of people and the,health of
this nation, if nursesand womencannotigain
trol over their practice, education and research. Cur-
rently; in New York State, a major conflict brews"over
the control of the practice._of nurse practitionerS and
clinicjans. Some physicians lielieve these nurses should
be, lieensed as physician's associatesi(equivalent to Phy-
sician's assistants) and controlled by Medicine. Nuises
vehemently oppose4 this. The* want to, be licensed
under their own .34urse Practice _Acts; they do not
consider themselves physician's assistants or physician'
extenders.-(It is a travesty* this country, in this day
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and age, that a major government study on,n -

i

-to'f,c,''s

titioners is labelled a study of physiciaL at
Why should nurses extend the. disease rnM14.,,,
tice? Our mission, well enunciated by SchIbtfe ,

".to help people attain; retain, and regain,..-
We are accountable to the people 40e" segi
physicians. In the interest of care to peopl,.
can be complementary, not competitiye.

Johnsson's paper reveals that Swedisk. aurWohave
ireat autonomy, especially in some practice 4eak4er= .

tainly the. Swedish rhoilels of midwifery awl ,child.',are
-practice deserve higlkpraise;,anct/he rahltaht,Iblie in,-
lant mortality rate .&linonstratei that succ4s4,11Ow-
evet, the status of nttrses'adecisiOnmakers in the. Sys-
tem bierarchies is lesi clear. For example, ,tb6 C'areer .
mi3bility for 'turrset.s was explained . as-4going up,as far '.
as entering niedicinct.- That makekthp,..tnediCal, pra-
fession, a predorninantly male grouP,Ilie- pirhiaele: of

,alhhealth prcifessiorti: Educated nurseS:in th0.J.S:do
not consider ,4thli eithettas advartameht or vertical
..career mobi,10. To a, if a nurscent6rs Medicine it is
lateral transferaace to another prOfetPn: Unfit t :r:g_ie.ip
are mere ccirnmon coies of learning:ft:U.441 *fess
als, so arranged tO allow eaCh .iprofeSficinal group
retain its identity bt4, alsO be integrateck,there wilt
little such exehange. Practice :;patternS.laillssuesk, I ' '
both cOhntries,:are alike. The,StadieS ancttfieir finclids "
on the utilization ,Of nurse's; ittfteigifits,- rble§,
and .distribution in Sikeden are i't 0401144o, the U.S.

,., i . :experience.; ..

Howevertfinphasis op research into c1flici1practice
and quality assurOce are, ve:y . ejicieriCin.7 iiteountry
in systems of care and ctluesti .n.`, Nufsiig au s, rating

It ales to nejsure pa jcht .ft èLionaW y ito' rtahiit9",:
tional effo to' deivelop' cttiegron:, iii*: for: stru'dni:,
Itire, proceg and' outconie "are, 1), vynfuc1i a 'part .;
of the American nprsing 'seek., skakeViritb clVacal
practice ,priblems' wbich;''ad st,Zrige:,hUrse-patient
interactronYa I dgi.:On`bute, er': measu'res as deter-
mined:by:the, !Ill status of .. biiii4ent. the family
atd cOfiununit ls:"'recognized iis ,a,cley.dlop,ing field in
nmMing*All,univerSit x. and initnje,:c.:b egiate schools of

i.nursin4 entmerate, A par Of Acirt. ;:incitziry for stu-
Aentetnitiatulty; Production;:b S iSticated studies
to'exttathe body of knoWlea04.!al;bit, man in health
auflkfllneSsis 1,till. relatively !,:.:Aellile University of
Rpchester Slrool- of ,NurSihg, recrthtment of basic
students focusei on attracting scholarly, career-minded
students who wish to learn hqw to improve practice
noenkrely to lorn liow to practi
Ou8pok fOr.. the 80's: The maj problems for the

e

future of women in the health care system and forthis
country itself are related to: 1) the enunciation bf a
rational, national policy for. health, 2) the need for
new conceptualizations about health, ancf 3) the recog-
.hition and wise utilization of the potential of women
particUlarly profe*.Tal nurse in health caredelivery.
EOnciation of a Health 'Policy: Hopefully, there will A
be a national commitment to a health policy which
will help guide thC,efforts of educational institutions.

in . the preparatioh Of all health m
direction to ,the organization grill

'Current Federal legislation kno
Health Planning ,and Reso reeS Act
giotal planning, but conce tual franie
mu t be developed. ,If n Oua

s only Owe.*
y

eeds of Fitople, and cre
disaster. Wit Sweden fi
cif a century of 'experi
learn from histbry it
ways to view health care are in order.
New Conceptualizations

, cultural and economic vàluéT of a healt ulation
have never been calculated. as concep-
tualized very narrowly in tI orily as absence, 67
of disease. In the sixtie's, rged as a basic \
right. Now, health ought to as a methAism
for social change and an i com onent of our

I.:national human resources,,to be valued ah4conserved.
Poiitive outcomes of promotion of health, thc joys of

llness, the prevention of accidentz disabilities and
ase deserve as much if not greAter, attention as
of the ill. We, as providers, must give health care

hts back to the people. We, 'as providers; mirses,
phySicians and others; have taken retponsibility for
health cass-of . our people upon our shoulders. Their
health is their responsibility,' not ours. How they live,
every day determines in large 'part their capability
and. copeability for good health. Our responSibility is

.' to help ,them.undersfand the options and' alternatives
so they can make wise choices for their own lives and
those of their families and communities. To do this,

t we as a nation must recognize the great untapped po-
tential of women, particularly nurses it at least one
speccific health care arena, primary tare.

Nurses in Primary Health Care
Delivery of health care to 212 million people in

the U.S. will require trernendous emphasis on primary
care delivered from ambulatciry settinis. Kerr White.
(1974) explains the health needs Of most people in this
way:

ffthe vast majority of transactions between indi-
viduals and health professionals are essentially
problem-solving encounters that take place hi* an
open system. Most patients initially present an
amorphous array of problems, giymptoms, andliton-
cerns. These have to be articulated, organizecCand
understood as thebasis for a compassionate, *i-
entific, and sensible course a action. Most ill-
nisses, be they acute or chronic, major or minor,
reflect open-ended problems of living and dying
for whicli->there are few specific cures or definitive
answers. Treatment is4argely 'supportive; it almost
always involves choices and'4° kneasuro
biguity and uncertainty. EaCh encounter is part of
a continuum that draws 'Upon past experience in
order to look to the future. That future is more
'than' the abseil& 'of diseaseAis the ability of the

-mid give
re services.'

the National
uld foster re-

for health mire
olicy for th a&.

odic care ds, the
nineeting the liealth
economic and social
d have had a quarter

ould hope we cOuld
lvating it.. Certainly new

at Health: The social,
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441 individual to function as adequately as possible in

,An imperfect NVorldpwith as little pain and distress
as Can be. managed for him and those around
hiti?' 3 '0!
Professional nurses ought to emulate the apothe-

caries in, Briiain who in 4he 1830's rose up and said,
"We Are a body 'of men who exiSt because the wants

iety hhve raised us up.4 AO group-of men be-
ihe general medical practitioners of thilitneteenth

century. What I am proposing is , that professioyal
nurses become the general hcalth, not medical, prac-
titioners of the twentieth and twenty-fudoceninries. I
believe professional nurses, prepared both scientifically
and professionally, can help people assess their health
strengths, and identify actual and potential health prob-
lems..People can be taught to manage their own health

68 resources, and develop appropriate health-seeking be-
haviors to use- the serVices available, such as those of
nutritionists, ihysicians, social workers, 'etc. But uni-
versity and collegiate schools of nursing will not pro-

duce nurf4 who are dependent on or dorninated by
mediCal doctors. University educated nurses, most of
whom are women, want; abtonomy, and control over
their own practice; they:also can function successfully
and interdependently bëctu.ise they know, are committed
to, and in. ed are v4. ppy with their own profes-
sional an rsonal rolity

New s for wogiOn:in,the health professions gre
before us. Those Ineve.vistas holid ireat hope for
women everywhere .iprlhe world.
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How to Improve the Utilization
of Nurses and Allied Health
and Support Personnel
A U.S. Response to the Swedish Model

Elizabeth Harding, R.N., M.S.
Assistant. Professor .
Sè'hool of Nursing
University of California
San Francisco, California

The United States health system would haveAja lot
to gain by incorporating. many of the aspects of the
Swedish model into our system.

Today, day-care centers, inservice education pro,
grams, career ladder upgrading, workers' responsibili-
ties and involvement of workers with management and
decisions, are all steps needed to improve the United
States,health system.

,

We, as womeli health workers, can begin to incor-
porate these advances into our work situation. For
exatiple, the majority of women health workers are
nurses, dietary and laundry workers. The women most
'Affected by our discussion today are not here.

One of the major problems to increasing the utiliza-
tion of women health workers in the United States is
the consistent and systematic denial of power to.women
in health work in decisions affecting our work. There-
fore, as an effort to incorporate other women health
workers into this ccatierence, this speech was written
collectively by a group of women health workers.

Although we can learn from the Swedish model, to
fully utilize women health workers, ba'sic structural
changes in the United States health system are needed.

We must look at the whole structure in order to
prevent ourselves from manipulating women wOrkers

-like players, leaVing the system the same and thus not
improving theicare received by patients::

There aroeur basic structural changes that 4st be
made in the ealth care system in the United States be-
fore our skills can be fully utilized. By "fully utilized"
we mean cr ating a system which allows women to
work at me ingful jobs which develop their creativity
and use thel porential fully. Tfit changes needed are:
1) the elimination of the profit motive from the health
care syilem; 2) the control by health, workers and
congumers of decisions regarding the healt4 c e sys

rs
-

tem. Seventy percent of health worke are n, so
this specifically means inclusion of *omen he .,work-
ers in the decisions; 3) the elimination of rtasin; and
4) elimination of sexismfroni our society;;Although
these are certainly broad goals, they represent the:root
Of the problem. Unless we deal, with the basic caui& we
will have little success in solving the problem. When

1.7

r
.

examined one by one, each problem shows why women
health workers are underutilized.

AV

First, the Elimination of the Motive
At the present time, decisions, a o ealth cz,te

are frequently based on economic concerns rather than It
concerns about the best way to deliver such care. There
are many examples of economic concerns taking prece-
dence over patient care needs. Prevention of illness is
not practiced in this country for many reasons. One
primary reason is the potential expense of providing
adequate food, housing, safe and meaningful work,
and an adequate income. Drug companies and insur4"
ance companies make huge profits at, the expenset
our illnesses.' However, the most relevant, exant f

. to my discussion today is the current developtrientof.
Health Maintenance Organizations (HMO's). HMO's .

have intensified the relationship between profit and th4
utilization of he th workers. An HMO. is sim
organization, f ently a large corporati n, wit
agrees to pro to the consumer a d tertru
group of beak services for a set month10

In an HMO thk.provider of health care:s -j '..des is
paid in advance and will receiVe a set fee Wh r
patient uses the services or not: I jnder
the system is not utilized, the prolPIRder makes a.
profit. There is a natural incentive, therefo
providers to saye money in two Ways: First,'
back on services or make services hard fyr ,patie
obtain; and second, to cut down on staff:There,,ar, for Am.
exdfnple, work speedups where no reaacOnents
hired for workers who leave. Another economy peas* it
is to employ LVN's; instead of RN's and nurse PráV A
titioners instead of doctors. The incentive hereis'
to improve the utilliation of he workers but to-
money. Which of us is ern* determined bY
priv, not by our skills. HM s are a key feature-

'fall congressional, national health insurance bills an
are kin as p curufor the health cire system. There-
fore, our future aiThealth workerg na be, to work in'
facilities even more understaffed tfinn they preOntly
are and to be forced, into' situations making us work -'11

above our level of competence merely because it Is
chenlier.
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We will not be able to provide adequate. patient
care under these conditions. HMO's are just One ex-
aMple of the direct effect of the profit motive on our
jobs. We cannot improve our working conditions Or oilr
performance until the profit motive is eliminated in'
Ithe health care system.

Next There is the Problem of Decision Making
'Power ' ,

Seventy percent of all healtbWorl*s. in the',United;
.. .

,,,K,
States Are women.= Currently ar.t vf,Aipaciplai...

ii, healthillstranceproposals;-theeeW64. ,e-altliTX.e4etit
. have no control over the decisionslitac..,,ting,,,th* jobs

and the manner in which they use tliZit skills. Vle-care
for pa,tients tWenty-four hours a day, frequently know.
best patient needs; yet we have little input inte deeision§

70 affecting their care. Frequently, patients never benefit
from the skills in which wriere competent.
ample, nut§es (that is RN'0111.01's, and nurse aides)..,
do net have time' to provide health- education to Pa-..
tients. The nursing staff operates like assembly line:.'
workers with no relief time from scheduled duties in
which they. coulch offer extra help to patients. Thik
lack' of control over the Structure of our daily work

. alienates us from our occupations. We must rely on the
benevolence of those in controV'to determine bow our

,skills..are. implemented and Unproved. In the past,' as
most Women know, those in control have not proven

.. ., to bebenevolent ,or understanding.
N. TO:inCreaSe.,Our control over decisions made .in the

. healpisystem ' we -suggest the following. 1) Workers
- . Must be,:.glyeWlime/during the .workday,to share their

_omMoniti.iPeriences, to solve problem§ and to imple-
'trient -chanieS. 2) Since we are responsible for;

zii,°-itt"rViding.direct-eare to 'patients, health workers ..must
Centinue to struggle' to, gain control f the decision-

i'Maiing .bodies which regulate 'our jo . '3) Patients
I4--- -are., the orfre)' who Understand their nee s and how to

micei;Therfe need-to participate along with con-
s_Bde,". ..nfie democratic management of our institu,
Md. .' -:

(21T Third Problem is Racism
..0,p641.6. Of color within the health system have the
18ivest P ltig job wi h the least status. They are fre-

rAuently.
;-R:N.19
'of RN'S atk.

Airectie
fully
fiatient care.

ur4elves
'pf ,jeining
)benefits, etr,11 theircturein

niajly, of us
...authority over Mifierity

ait,pf ook at cm
Omen. are

.,e LVIN's while white women are.." .to' . s. Ninety-seven percent
of Odr work under the

ply -disregard or .not
crintributions about

ivided, arguing between
wn small, space instead

illectivelye for- 1 our
er . 4pf ster

or.

ns,of

.n

61r 'Ls
tecting 3 r-.
ertho:yierg

IC

is

k:
here t, po

NVOITY3f0t-OW9 id- be,'
selves,and how 'w.e,;Orlikewi
part-Of..ttesproblern,

ociety."Changorclin. begin with
r

t.

a a/ra

'

each of.us. We can begin by including the entire spa
in decisions about patient care and staffing.

The basis -of racial division 'within the health system
is sanctioned* institutienal racism. Third World
women are coiThselea nu/Km leyel jobs. For example,,,
ourihigh schools preiQe nurse aide training programs.
Women of color are 'counseled into these prograMs,,
'white women are counseled to enter college prepatatory
,Coursee. Institutional racism is made worse by other
attitu'des sUch as that minority people are net tig-quali-.

1.fied as whites for their jobs, regardleiS of their educa; -

tipn; Often those women who manage to graduate from
our, professional schools are Piychologically. socially, ,

PrOfessionally isolated Oen-. jlObS. RacisM 'serves
tOpkeep our sisters Of 'cofoi449.4..,,,Their-, re low,

:paid, leaving thern Witliliti.144Afte?to
'care for theit' childr:en and.no.MonOy
schcioling for themselves. All'their'energie§***(4,-!4

- up trying to survive, paY.thebills, raise thOtAkildreni
' and struggle againSt the racism they face.

The lack Of minority women in the licensed Vligalth'
professions greatly affects the health care received tiy
all, but especially by minorities communities:/Theina-
jority of Third World people have low income4rand
therefore, have the' highest incidence of illness. They
need health services the most. Since the majoritY pf
licensed health professionals are white, even f those
Third World people wh obtain health car.e, ere is
a cultural gap and langu e barrier between the worker
and the patieRt.

We must not support a society that divicles us along
racial lines. We have foe-too long-watched'our sisters
of ,color suffer from both racism and sexism. In order
to improve the utilization of women in the health fields,
a strong program to recrtiit women of color into the
licensed health professions must begin in the high
schools. Priority must be given to women of color for
admission into health schools, for \bey are the ones
most underutilized. A career ladder,, as in Sweden, must
be.e lished giving women credit fornSkieir 'work ex-

sible far,,

reettffiie
nd collec-

perien , and tilasseS provided at timei
working, women.

And'fially, women of all colerS ne
the strengths we have if we join toe
tively w for, change.

The Fourt1 Problem Needing Change is Sexism
Expeetati ns of what women wOrkers dan do, should

do, and are capable of doing are determined by sexual
stereotypes. The fact that- 93 percent of doctors and 151
80 percent of administrators are merilivhile 98 percent
of RN's and 94 percent of nutritionists are women il-
lustrates this 4ereetypi4Women's work is not valued
in the male 4rarchy which evalluates jobs in terms of
status, salk and pewee. Although the women's inove-*.
ment has hejped to :make people av4are,of society's
limitations., 60, women's opportunities, lane has
cretelx p,hanged .to alter women's position.

StatiStiCs show ihat women are underemployed, un-
derpaid and 'still bear the brunt of libusework and
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child care. When.Ale talk about increasin e utiliza-
tion of wornek011ealth workers, we c ot 'sepirate
their jobs in tn. economic sphere from their rotes as
housek
ilttimate
*burs a

In mike
of woe

1) -Fr

13;ahd.illothetS8 Chase Manhatten Bank has
km' ulft*epers work an i'Veratte o,.

e ajortty of women health
r'Workers

itheijobs.., .. ; .

-can equal access to'-all types
nietii thist provide the following.

are at all places ''ottiernployment.
cannot compete in he 'current job.

they' are responsible for child care
me time as they are required to be at

:This is a classic double bind for women
who want to work or must work yet -do not

; wani to leave their children in precarious and
changing care situations.

.421 WomenItomeworkers should be paid for their
labor. This concept must be supported by.our
educational, religious and political institutions.
This recognizes it as socially useful labor just
as a hired housekeeper is a legitimate occupa-
tion which eart4' a salary. 4

3) The narrow ideas, concepts and prejudices
about women's roles and abilities in our so-
ciety are currently supported by our relifOus,
educational and econotnic systemf For exam-
ple, the, media continually bottilkds us with
the image of women as sex objects, corpora-
tions sell their products using women's bodies
to entice the buyer. Hospital shows on TV and
the movies place the male doctor in the domi-
nant role. He.is making all important decisions
and is ordering female nurses to help. him.
Fields in which vAinnen predoininatet take the
8runt of these stffeotypes..The sodety must
take responsibility to opptinp the definition of
women's roles"and to present a 4berated view
of women's, poSition.

4) Society yalnes technical, objective and scien-,
.:itillt.faelg; ydlues traditionally viewed as male.
:this must be countered and value placed on

' 'those aspects otsociety that are labeled "femi-
nine" or "women's work". Some.of the most
.2POsitive aspects of women's work are exempli-
fied in the wolk done by nurses and other
patient care givers. Caring for patients, helPing
patients to manage their

-Very
dail activities, 'help-

ing the new mother with hez° by, ate:
"feminine" activities. 'All e 3,' positive,

all

creative and necessary. There iffst be an inte-
gratión of the positive aspects of femiriity into

- -,......

our values. A transformation of people's inner
world is not an easy process but can be done.;
if supported by our culqre, gavemm:TI, 44 :
institutions. si '

5) As women health workerSsoutacting ipany. in-
dividuals in patient care settingspiwe hye the
opportunity to communicate n niag,.and
ideas of women.. We see thisib- a., es onsi-- -
bility for all of ,us whenev. ; portunity
.arises: 4 . .4

I -f'
.

In concfusion we dotnot support the.i of assimila-, _....
tion of women into 'the current nertzur system but

policies and progr which would improve the utili-
airather to change th system. Our reclimendatiorr for

zation of women in the delivery of healtli care in the
United States are:

1) Health care must be deliyered hi a system 1
where patient needs and the quality of health
worked' lives are the priority, not profit for
comp 'es and institutions. This would call
for; ' tribution of wealth and a socialistic
eco y and health care system.

2) All health care institutions must be controlled
by workers of these,institutions and the people
who use s . EVery person would then bei

guarantee. .uality health care and a me
ful job.

7f Free quality day-care should be proviaed a
all places of employment and hollieworkers
should bepaid for their labor.

4) A strong national program to recruit and re-
tain mirnity women into health science
schools. A I should be given the opportuniiy
for educa on and career advancement.
Time be Allowed on the job for health care
workers tO come together to discuss common
problems, concerns 'and solutions as well as
to take continuing education classes.

5)

When these above demands are realized women will
have gained more than greater access io'hialth career
opportunities. We will have a health system that is
truly humane-to those it serves and to those it emplo3t.
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fSynopsis of Illijor Geographic and fl/emographic
.Characteristics

Australia's land mass is just under one-third of that
of North &erica, about one quarter the size of
Africa, and, as a country or political entity, about one-
third the size of. the USSR. Its populatiok of ap-
proximately 14 million people is concentrated in the
temperate climate zones of the coastal strip, and further
concentrated in the two major cities of Sydney and
Melbourne, w between4em, accommodate about
one-third of the tal population. ,

In these cities there ig growing evidence of problems
associated with high density living, while in other parts
of the country the problems. are those- of isolaffon.
Those living in relative isolation in general live in,
climatic conditiohs associated either with extrenie
and low rainfall, or with the "wet" and "dry" seas
of the tropical region. Thus!the population is b
Ancentrated and' scattered throughout a relatiVe
large country Which overall is about two-thirds desert
with' a significantitropicat area, lag a -relatively stu'all
area of less than eine-thint of'the'bountry with a tem:-
perateilimate. 4

ef rends in RopulatiO structure are similar to '

ther wesfErn ihaustrial societies with a de-
irth-rateand 'ag result, what might be
aging population, A significant feattire has

only,a Milne jn the birth rate but also "the
ar a, high prOportion'Of fertjility Cbe cont-*-

pr §ed .into ages 20-29 [and] the triiking, decline in
averhge age at matriageespeclally for, females l'6An

ortant related aspect of new trends in population
is the Increa

..in the work-force, [al
the cheinistry of thit't
consequence of early
ilyr building or whethe
ing has been initiated b

ence Of married women
insufficient is known about
to indicate whether it is, a

'.§ac9rnpletiolrof, fata.7
dif.-Atteympf famil

re,t4rn4o.,
the xork-foree during their -thirties

"nal point to noted-in relaireneliti::- Walla's'
demographic struc is the change in ethni4.04Facte
istics. It has been stimated 2 that there were" ibout
one civarter of a Million Ali4riginal people scattered

throughout Australia 4in 1788, when Captain Cook
raised the flag on behalf of Britain. The initial British
population, mostly convicts at first, followed by "free"
setffbrs grew slowly to about five ,million in 1939. Be-
tween 1945 and 1950, apart fronf'British immigrants,
settlers arrived from Germany, .Holland, Yugoslavia,
Poland, Italy, and in more recent years, it is probably
possible to find imople from most other parts of the
world livink in AWat was initially intended to be,. an
outpost of the Otish Emptie. Thus, particularly in the

last thirty yeart, the ethnic origins of the population ,

lhave become more diverse and with this diversity has
cOnie an increasing awareness of the indigenous Aus-
tralian,the Aboritlrand a challenge to '`the tra-
dition of egaltariain -which.. has been citiminant in
Australian society.f a century [but-whiehli'a].-narrow
tradition, reaffily4- pplicable to white Anglo-Saxon

41-protestant mkt hut Intolerant of divegik .and ec-
Centricity."1,1 .

Issues idlleilth
Issues in Health in recent years have been gipch the

same as those of other, industrializ.ed countries; the
,-main "killers" being2iseases of the .cardiovascular
system, cancer and *a iccidents, Infectious diseases
suell as diphtheria, poliomyelitis; meaSleipwhooping
cough,1,0ave -been more or less eliminated, and MB.
controlled in most parts of the' ceMiltry0-eprosy con-
trol programmes, are sti1l4n:4ential patt..., of health

'the NchilereTerritory wherecarp in areas...0IC
populations are prniinantly of tokflriginal origin, as
are, programmes whiWfocus on Ptrition. In urban
areas parti , nutritional edutak4On emphasizes the
problems of ba ttietaty patternt;reiulting from a higkr, -......-...
rather than a row- stafidard` of fiOag, where procese
and pre-packid foods are th.Q-f:tiprtn. Preventive

inption of alcobid, the hazar s of likoldng, and edti-
grammes foctinissg on thelia2 dt of excessive
sU

c

, cauun on the effects of excessive lisp or common pain
killers such as aspkin, have gained ground in recent

ii-k-

years: :-'' i -4,4;. -
t--1.- .

, Irr. aft these instances, work hat been and is being
directeeat opethfic diseaset," d k is
inoball'in. - iijji tèn 1 teen yeirs i at. the
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concept of promotion of health has gun to gain any
significant measure of support. Cl ly, promotion of
health includes prevention of disease, but the concept
of health maintenance, even with inevitable epiSodes
of illness is still an emerging concept. ,

*At a recent conference with about sixty participants,
each with a slightly different interest in health care, it
was interesting that no real agreement Was reached
on,What, health is. One reason for this was that-those
present did not wish to spend excessive time on de-
bating what could become simply a philosophical argu-
ment when questions _relating to_action needed to fill
in gaps in the existing health care system had to be
sorted out. Yet a fundamental issue kept surfacing and
remained unres d, namely, the articulation between
cultural and soct1 definitions of health and illness, and

74 definitions based Solely on medical knowledge. It is
significant, however, that the conference recognized the
need to encourage community participation in the-plan-
ning and delivery of health care aud'supported recent
initiatives whleh have bee n Jo help maxiMizet
decisionmaking pOwers at the` dint of delivery of the

n, 4..

service. It would appear that the concfpt of cominunity
' determination in relation to the methhd of delivery of,,,
health care is. gaining support and to the extent that
this is so we ,'shall probably see greater possibilities
of4irticulaging sociat and cultural definitions of health
wiTh4esktatigc knoWledge of health care workers. In
the 'prikanlit is possible that separate delivery sys-
temt will-he established for specifit groups and in" fact =
this has occurred-recently, with the establishment of
Centres which aim to deal with the specific health needs
of women. At °the time of writakg this -process was
futher emphasized by a grant ,to the Central Australian
Al5Briginal Congress to "investigate ways of establish-
ing an , alternative community-based health project
which could serve as a model for the re-establishment,
of a healthy way of living for Aborigines in Central
Australia.," 4

The, intention of such initiatives is )Inot to establish
a pluridistic ot ety in the sense of "a society coni-
prising two ore elements or social orders which
livt side by side, yet without mingling, In one politicaltunit , 5 but rather to "loosen-up" the existing system

.
in such a way that heulth care delivery becomes an
"Open" rather than a "closed" system, able to, meet
diverse needs. Thus, Australia seems to be moving to a
system of health care which is suitable for ae,population
of diverse ethnic origin's, even though those of,u4--who
aro:concerned with health careitiayaot yet bole kposi-.
tion to identify clearly some'bf the implicatitn's.

*Wen in Society
`-The publication "Women and Society, an Australian

Itudy 6 referred to 'above deals with."Women and So-
cietyw.f "WorkEducation", and !`Public Life" is the

ur major seclihns of the text with an Introduction
dealing with "Sex andlnequalityl, and' a Conclusion

mended reading for anyone wanting to gain a greater
depth of knowledge of women in Australia. It comes
as no surprise to many of us to read that: "Australia,
is still a man's world, and the situation of twentieth-

-century women is still one of subservience"; TOThe
great latv,which presides org, theoglifferogiadon be-
tween male and female occupations . . . is th4 of pax,
and prestige".8"... the existence of teaching and,Liurs,

- ing as easy ayenues to employment of semi-prof2siona1
type, Ar which girls are encouraged to opt, ses,to A
deiay the pr ess of diversification." ° And finallyt"'
"when wome do sticceed-in -entering _politics, :their_7,
chances of success depend on conforming to male
models"." It all sounds so familiar but at' least iti

-. nice to know that on'O's feelings on the subject are
neither a figment of the imagination, nor isolated to
"odd" indiyiduals.

Yet women in Australia have been responsible
singly, or in groups,,fir reforms. In a speech given by ...i.

'the Prime Minigter on International Women's: Day,
197, he rembfkd his audience Of "the great Seam-
stresses' strike Of 1882 . . . (which) led not only to an.
improyemint ,in the working conditiOns of their own
industry, but, to a general investigation of the condi-
tains under which both women and men were labour-

,ing."11 The- resultwas the introduction 'of legislation
aimed at protecting workers in gederal. A similar
theme is found in the final chapter of the Enc&study,
where it is suggeited that tfie,growth of feminist con-
sciousness make a significant contribution to the
future sha of Australian sodiety because of its re-
lationship to and implications for the broader question
of social diversity.' 2

Women in Australia, thed,'have been and
subject to the realities of inequalities of , o
based in a fact of life which stems from sIàgical.
realities, but based also in social practice which .,is
neithr inevitable, nor unchiageatig, In equalizing 7'
opporhinitY fora& and living for Innen it is'ilifleet,
to belioped tharthere will not be m new inilialariCe '
created, but rather that:we:tinetee an enrichment of
, ociety thrwk. y, recognition of social diversity in all
ttforms. W

I I

Snntmary 1
hbe background picture, then,..for the functioning of.'

any national association qfftealth workers can be
summarized briefly from.the afte thumbnail, sketetes.
Any such associaggn is working Within a framework'of
a large country wiTh a relativelYstall population which-,

and concentrated in relativel -high density
is widelpdispersed -and-both-isolated in Airal.and Out-
back areas
urban areas. The health issues are those of similar in-:
dustrial societies, yet .social changefand an increasing '4,
recognition of the Varying .ethnic bakgrounds of 'the
country's population, is being brought to bear on an
inteypretation of health and_ What it ,zineans .witlf a .
heterogeneous society. Climatic` conditions produ

which looks to "Wtimen and the Future". It is not tange of tropiial diseases nof normally found:in a
intended to review the book here, but it is recom- society of predominantly European origih. Tait facl;
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, coupled with a concept of health promotion, rather a group of health workers comprised mainly of women.
than just disease prevention, add to the problems of "Although not substantiated by research, it is our belief
articulation between value systems held by groups within that the knowledge and skills of nurses are fully avail-
the country, ahd current medical scientific knowledge. able to the community because nursing is "Women's
In additn there are changes being wrought in the work" and, therefore, shoutd not reach its potential as
traditional attitudis of women in society, for women this might threaten the predominantly male Oeeupation
are seeking not only equality of opportunity with men, of medicine. The struggle, then, to go further and im-

prove the knowledge, skills, and the utilization of nurs-
ing personnel becomes harder than it should be. The
one occupation which has-ii role independent of medi-
cal practitioners is social work, and it would seem at
presentas though social:---workers, who are_predorni-
nantly female, find little =pat)* with either doctors 4
or nurses, and much frustration in relation to attempts
of role redefinition.

RANF is working cdrently on what can be identi-
fied initially as two 1 frontsthe professional and the 75
industrialfor, unlike most of the newer occupations,
nurses are reluctant nowadays to be represented in-
dustrially by multi-purpose or industry-wide unions.
Throughout Australia we have a number of maldi
employed as industrial officers, responsible for pre- ..
paring and arguing.'claims for improved salaries and
conditions of employment. This appears to be a happy
working relationship, and certainly one which has been
beneficial to...pursei. Perhaps this is because these Men
help 'IS tO ,coltie',.to terms with our mOrire traditional
attitudes, basica* female attitudes whft are associ-

4osely tii.the traditions of nursing, and as .such,
with us in changing attitudes to a more balanced, >.

ctive. -

A more balanceit_perspective couls'
one which recognizet.both the CommuniTiiee , and
the right of access to,the health service on a continuing
basis, and also the rights of the workers in that service
to wage justice and to conditions of employMent com-
parable wi those of sother grou porkers in the

but it would seem that there is a change in family
building-patterns being initiated by wives who want
to rethe workforce in their early thirties. The
verylVar 'quality of lifer is being reinterpreted as

AustMa moves-from the- dominance-of the egalitarian-
ism of the white Anglo-Saxon male Protestant to a
society which is somewfiere between this monófithic
concept. and the separatism embodied in the pluralistic
concePI.

ganization of Health Workers Represented

4/. There are two basic alternatives in Australia for the
organization of health workersorganization through
professional associations which may or may not have
a legal standing conferrecP under the law, Mich as
under a Comfbny Act or organization through the
legalistic unibirstructure of the country. In the main,

.
nurses, physiotherapists, social workers, speech thera-
pists have, iethe past, chosen to identify with the
professional Arociation concept rather than that of
unions, and in some cases, the professional associations
have reserve* the right to apply educational standards
for dkmbership, such membership being in many in-
stinces anrsential criteria for right of practice. How-
ever, the occupations in which women aremell
represen , such .as,physiotheraPy, are relatively new

Wedominantly by Women

occupations, the major exception' being nursing, and
the remainder of this paper will deal with nursing
Which is currently striving to maintain and improve i
position in :the industrial and the piltssioil arenas> community; In a dic4raii and policy statement is

The Royal Australian Nursing Federation (RANF)
"th the public still takes t e services of nurses

N-lued by RANF in JulV97.4, it was stated:
. .

RANF is the only national assogiation of nurses in for apted,
Australia and, at national level, it is registered as a - f the expansion of hospital and communityin or in health services has been at the expenSe of nurses

e picture Who are the key workers in the health service,
to say that that the true worth of nurses' has never been
ditions of roperly assessed, and

"fiat unl medial measurA are inirOduced
urgently the hospital and health services .are in
grave 'danger of collapsing." " ,

union able to represent nurses employ
connection with the industry of nursing.
is not quite so simple as that, but, suffice
on the whole negotiation of, salaries and c
employment in Australia is carried out
framework which makes it possi4 to gain an award orI determination whin covers relevant employees

-ithin the jurisdiction, rather than having to develop
a contract,oii*kinstitutional basis. Registradon of an
organizatirntlintr,, the appropriate, act; pr_ at least
formai reccighiffbn, is an essential feattire -the right
toltelffesent a group of employees. It is r ely easy,
too, to "unseat" a union if it does not ly with the

, requirements of the act, or if its membership sinks
below afi acceptable level.

Thequotation used above about nursing as an atiy
avenue 'of employment of a semi-professional type"
'sums hp vtry eloquently the disadvantaged situation of

in a legal* ;Pt es"

,z4Ye41--
R4NF stated its intent...to change attifiplef

achieve positive, results which would improve standards
of service and the lot of nurses.. -

During the courie of subsequelht,:a*ity, the pres-
sure brought to bear on nurses to johi "real" unions
increased considerably. "Real" unions are self_ by
those who apply such pressures to be unions of greater
numeriantiength comprising a wide range of 'em-
ployees working in the health adustry and concerned, --
only with industrial issues. Certainly, some nurses'



prefer membership of such organizations while others
have determined, either by preference, or through
apathy,-that no organizational membership is the de-
sirable state. Whatever the motives of "real" unions,
RANF believes that their claims are false, and that the
absorption into such organizations would disadvantage
nursing still further and do nothing to improve the

,Nuality of health care. In some ways, then, RANF
initiatives, as an organization Of health workers, com-
prising mainly women, could be seen as both rearguard
action and a jump into the future; we are fighting

hile
tity

an
the
t is
ing

the danger---of -absorption-and loss of identi
moving into a situation of strengthening our
to enable us to function with greater confidence
equal among equals in the health teami. Clearl
two are closely related but in terms of emphasi

76 the positive drive into the future which is abs
most of our enemies.

The driv&'iue ftiture has invnived us in estab-
,

lishing a national jOurnal to provide a basis of com-
munication, developing, in association with other in-
terested groups, a report on goals in nursing education,
increasing industrial action for wage justice and appro-
priate conditions of employment, recognizing bur politi-
cal power, without alignment to any particular party,
and using it tb gain nursing involvement in decision-
making arenas, and taking steps to reverse a "top-
down" approach to policymaking to a coMmtihication
flow which synthesizes the knowledge and sicills of the
leadershiparith those of the rank and Pe. The drive.
into the figure is involving us in developing better
communication at the organizational level with other
groups of health care workers with similar interests
and greater involvertent in the wider issues of health
care and in the general union field.' In ea .c.jkof these
activities, there is a fundamental belief, thihile we
may be labelled at times as- delyiant, the_ response of
others will be determined to n Apif:-7eXtelt by Our own
defiriitioVof ourselves. Therefore, we ourselves must
think through who we are, and what we are in relation
to others with whom we work, be they other health
care workers, clients/paitents; policymakers, or what-
ever. We 4nnot lay the total responsibility at the door

. of others toi- hat we are or what we-will becoMe.
In this process of rethinking, it is as useful for nurses

..-10 pool their resources in their own 'organization; just
at women have,found it helpful to organize as Women,
However, we shall not survive as an idelptifiable entity
if we do not also reach outside of ourselves; an4this

precisely what RANF is attempting to do.-stffngthen
our, identity and reach outside: In reaching Jside of
nursing we are -.attempting -pot only to c ilninicate
with others of similar interests, but to p ipate in
the wider issues `-cif health. This latter pa ation is
in its early Itages, at,,Present, and to the extent that

:wider issues raiseVn the national journal have drawn
only marginaNtherest, this will probably take time.
1-loweyer,-it is significant that individual; nurses recog-

'iifzeeyears ago the inadequacy of the health care,
:-'i',"syStem in meeting the needs of populations of diverse.

I ,

ethnic origins and the fact that the disease-oriented
health service fell a ong way,short of being, in fact, a
health service. ce, it is more a case of mobilizing
nurses to maximize 'their ,potential contribution to and
utilization in health cirtie, rather than, starting on an
entirely new and foreign track. The fkt thbugh, that
many nurses have been vocal, as individuals, through-
out a period of years, about shortcomings in health
care, suggests that until medicine "discovers" the prob-
lems, the impact iS likely to be marginal. Whether
such an assertion is linkedoto female/male relationships
is a matter for speculation, althoTigh there is a distincr
possibility of a significant correlation. What is certain
though is that nurses have been underutilized in the
sense that their potential leadership in forging change
has not been realized. It is Air job as an organization,
to back the nurse in the work situation. This can be
done effectively only to the ektent that nurses are in-
volved in the activities of the organization.

One of the problems associated with the involvement
of nurses in RANF has been the lack of a career con-
cept in nursing. Most young nurses,"particularly in past
years, saw nurstng as a useful and rewarding occupa-.
tion priOr to mairriage, so that akareer in nursing was
more by accident than by design. This is changing and
more married women are returning to nursing, and-
some are reaching positions of seniority. However, with" 5

A this change comes also a new set of problems in rela- I
tion to traditional patterns of work, as many of the
married nurses have an involvement with their families
which they want to retain. Such problems could open
up consideration of 'flatly other issues; without examin-
ing these issues inllepth it can be said that this trend,
along with ther fktors, is causing nursing to take a
hard look the organization of work and the utiliza-
tion of nur ngogrsonnel and RANF is beginning to
get involved in 7IEh issues which have both industrial
and professional implications.

Snmmary 2
The ROYal Austr'alian_ Nursing Federation is regis-

teredas a unicm and is Concerned with industrial and
professional issnes. The above sketch has not touched
explicitly on the interlockingoelationstiprof the indus-
trial and Professional, although this interlocking is imr
plicit in much of the text. RANF is" seeking to enrich
the role/of nurses by strengthening the identity ()urs-

ng in the health team while, at the same time, reach out
to conthrunitate with.other health Workers with similat ,

fintrittests. ,RANF- has increased its campaign for wags
justice for iwrses apd,is.attempting to create a Com-

,.

541!.4,"?.0 iflibW which synthesizes the knowledge and
o the leadership and the rank and file.-NurSis,

as an emerging profession suae.rAmany of the disadve-
tages faced by Ivonien in the community at large which -*.
makes the -ntriiiing- for industrial and/or professional
improvements More *difficult.

'4*

Conclusion

9
This paPer has attempted tolhow thill the organiza-.
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tion of any group of workers must be considered within
the context of geographic, demographic, social and
cultural characteristics of the country. It has referred
specifically to these characteristics in Australia as well
as to health issues and the organization of nurses as a
group of health workers in which women are well repre-
sented numerically. It has been suggested that the prob-
lems faced by nurses which include problems related to
the utilization of the knowledge and skills of nurms
are affected by the fact that nursing is trdlitionffly
women's work. The acivities of the Roy stralian

-.Nursing Federation have been outlined, a is hoped
that this outline has demonstrated that e process
change 'is complex, as are tip issues involved.

The overall philosophy Eehind this paper can best
be suMmed up in the ,folloNdnkstatement of ,Marc ;
Lalonde: "Good health ig th&h4lrOcton; Which sqci

11) Ally' 00014.gi.,;,,progress is built. des nation o
those things that'inake,14 11Whileii., :in -.:as'''Ad
level of health increases so.. s:,;qns potoftialfór
happiness.4' 1 4

To the extent that nursing, as part'Of the feminist
movement contributeg to health, and the enrichment of

.sociaty-,ithrough. :recognition 4 social diVersity in all
ittforms,so will nurses'rekh,:their;potential as women
inif is nurses, and so will- health care in Australia be
'enriched.

_
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Approaches 'to the Organization of
Nurses,: and 'Allied Health and Support
Personnel
A U.S. R4sponse to the Australian Experience

...Virginia S. Cleland, R.N., Ph.D.
Professor of Nursing
Director of Graduate Studies
Wayne State University

I was very pleased to be asked to respond today
Sp Mary Patten's paper on organization of Australian
airses. I associate Ms. Patten with the report of the
conference she, chaired in Geneva' late in 1973 which
was co-sponsored by the International Labor Organiza,
tion and the World Health Organization. That dOcu:-
ment titled Conditiops of Wolk and Life oLly-
Persopnel is a most complete yet eoncjse statentent titi207,
the principles and concepts involved in the 6*
of nurses, including the dont.' organiie: fo
pose of collective bargaining and the fig
necessary.

WIrn Mary Patten deseribes-:the n
Australia, I readily perceive' malty
our own position in the U.S.A. The
Association like the Royal Australian-10'
tion simultaneously promotes the gene
nurses and the standards of pro(ess;
relate to patient services. It is upon
functions of the professional organ
focus my remarks today.

It is itipossible to view nursing in any social or
cultural context without recognition of the effect of, .
sex role discrimination.

The fact that there is an overwhelming majárity of .
males among physicians and among office" holders ',in
the public and private sectors of health systern organi-
zationi, has had an effect upon the nature .and con-
figuration' of the health system decisions which, in turn,

,Aave suppIrtect the siibjugation of nurses as individuals .
and as a profession.' -

There arc similarities between the power relationship
which:has comnionly existed between theixisitions of
husband and wife, between male physician and female
nulse, and between health institUtion administrator and
nutse 'employee. All have been viewed as legitimate
p6wer relationships. When French áiRaven jst
published their typologLof the "Bases d9gia1P
in 19599 they wrote,7,'In most \cultntii; there are
certain areas of behavior in which a persdn of one sex
is granted the right to prescribe behavior for the other
sex." 2 (Raveryfas, refrained frogl using that illustration
in his more recent -writing!) Notice that the basisebf
legitimate power is the tecipient's acceptance of a role

In
with 0

.W1012a;"--
'fare of .

which
eflbcking

'that I will

.

Ac

relationship Imposed by the -influencing agent. The 79
unique characteristic is that the influencing agent is
perceived as having the right to exert influence. Legiti:w;

. mate power, .by de4nition, reflectS a relationship, be7
ween OffiCes or positions rather than between persons .

he dependence of..4tives, nurses, and employees' is
:changing. While iiiticW still reinains,,t)tese dependency
roles are probabii":1e*stipported by lbe --normative
beliefs of persons outIldethe relationship than in any
previous tiMe-k.history.

As -women increasingly repudiate marital relation-
ships which involve 'total economic and,sociall- depen-

.dency, nurses too are rejecting physician leadership in
thoSe areas of health care wherein the physician has no
special eipertise. Ethically, the role or the nurse is
changing from one characterized by physician and ittti-'
tution loyalty to that of patieneadvocate.

Health system changes are difficult to perceive. Thee
is considerable evidence that nurse practitioners with
four to six years of preparation canPrOvide primary
health services for many of the:patients seggr in ambula-
tory care settings. The issue is mit whether such nurses
can deliver primary health care; the iisue is not whether
patients will accept these services from a. nurse: re-
search fttidings have repeatedly answered these: ques-
tions affirmatively. The issue is the physician-gatekeeper
in relation to third party payment. The Department bf
Health, Edutation; and Welfare has invested vast'
amounts Of tax money in the system of health care
with little effort, proportionately, ditected toward learn-
inVo categorize patients, not by income level, but
rat er by the nature of their health care needs. Greater
emphasis should bt directed tpward defining-the types

heahli plofessionals who ell most ecorioinicallynnd
tilifectively -provide needed service. few believe that
this can be accomplished within the framework of the C,
currentry existing fee-for-service, insurance-type rein-
bursement.

Nurses can be expected' to turn iwith increasing
frequency to collective bargaining and the power base
of labor law to attempt to correct those problems
which the llsalth system has been so, disinterested in
changing.4ht Jurisdictional expansion of the National
Labor RelatiOns Act in 1974-to include employees,of

96



private health care institutions will greatly increase While it is certainly possible for a professional or-
the numbers of nurses who can now elect to have the gainzation to develop contracts which are no different
protections offered by that law. The historically con- from those written by industrial-type unions, a profes-
servative attitudes of nurses can be predicted to be in- sional model for collective bargaining can be built upon

--fittenced-by-the-iticreasing--frequeficy-ofithe -use -of ----quite-a- different-power-base.--The-professional-nurse--
collective bargaining by medical residents and interns, is licensed in every State. This affords the nurse legally
college professors, public school teachers, and the most, based "expert" power independent of any authority
recent work stoppages by physicians. bestowed by management within the institution. By

There are over$815,000 registered nursq, 459,000 law, nursd are held individually accountable. To lie
licensed practical nurses atid 910,000 aidestnrderlies, accounta e for the nature and quality of one's prac-
and attendants employed in the health field in-the U.S.8 tice with an inititution, there must be some system
A juicy plum of two and one-quarter million workers is of shared governance. Such systems of shared govern-
being plucked by union organizers. ance are common within medical staff organizations of

A very recent ruling by the National Labor Relations hospitals 'and within facul y organizations of colleges
Board (NLRB) has been made in the case involving and universities. The esse tial requirement is that the

Mercy Hospital of Sacramento and the California professional unit must ha e legislative authority for
80 Nurses Association.4 The National Board overruled a policies of nursing care while administration 'retains ex-

regional director who had included within a bargaining ecutive authority for implementation through control
unit registered nurses, pharmacists, medical laboratory of resources. Because of the nature of- this legislative-
technicians, dieticians and others. The NLRB stated, authority I believe, it is essential that registered nurses
"We have concluded that registered nurses possess, be organized into self-contained bargaining units.
among themselves, interests evidencing a greater de- What is the probable difference in the social. influ-
gree of separateness than those possessed by most other ence process involved in collective bargaining based

professional employees in the health care industry, upon a professional model? From Kelman's theoretical

These distinct interests derive not only from the role framework, one could hypothesize tliat the influence
and responsibilities of registered nurses, but, also from occurs through identification. The State nurses associa-

an impressive history of exclusive representation and tion.can assist the bargaining unit to develop a contract

collective bargaining." The NLRB did not rule on the which makes certain decisionmaking influence available

question of whether registered nurses can be included to registered nurses which they have been unable to

in a collective bargaining unit with other health pro- obtain for themselves without such organizational as-

fessionals when they have not petitioned to be ex- sistance. Then, through the process of identification, the

eluded. While this was a landmark decision for pro- individual strives to assume more of that organization's

fessional nursing, the battle is only partially won until espoused values in order to maintain and support that

this latter point is clarified,
desired relationship. The satisfaction derived from

The composition of the bargaining unit will deter- identification is through the act of conforming to certain

mine whether an industrial model or a professional
types of behavior which are viewed as goal oriented.
The ,end result from the employer's view is that themodel of collective bargaining can be used. The two nurseby becoming self-motivated to achieve the pro-

d
systems differ by being derived from a different base fessional nursing goals-of the institution, becomes more
of power and utilizing dierent influence processes. I self-directing and requires minimal supervision andbelieve the public has a great deal at stake in the ion. )
choice of model. direct . .

The industrial union model is based upon the use of If the nukses are aisisted to use a professional model

reward power and coercive power. The reward is gen-
for 'collective bargaining what could the public expect

erally higher salaries paid by the employer in response , as some end results? First, I believe, many of the

to the coercive ftower of a strike threat if the reward contract costs which today are assigned to increased

tIffered is not viewed as adequate. Kelman 5 has iden-
salaries and broader fringe benefits on an across-the-

tified the resultant influence process as that of compli-
board basis could be diverted, through a system of

ance (to the rules of the institutien) which is, dependent
peer review, to those employees making the greatest

upon surveillance or direct observation of the worker's
contribution to the nursing goals. 'Nursing has., passed

performance. This is the basic power mechanism of an
through three decades in which literally any registered

industrial-type union:
nurse could obtain employment. At issue was not the

/
nurse's competence, but only the matter of a current

Threat of Coercive license and a willingness to be employed. To develop
Power and maintain the confidence of the public, nursing must

bse of Reward
or t be permitted to -assume responsibility for the quality

Power .0 of its services. Traditionally, unions have avoided, as
Surveillance of being internally destructive, any situation wherein one

Work Performance worker is judged more meritorious than another.
Compliance to 9 7 Secopd, under a professional model of collective
Agency Rules bargaining there is a direct relationship to the resources



of the professional nursing organization. The most
significant of these are 'probably the new ,system of
advanced certification in clinical practice and the vast
new system of continuing education beint deveroped

'iri ev&y" StareArico-nly*Thatterof time until evidence
of continuing education/will be mandatory 'for renewal
of the license to Oracpce nursing,

Third, the nursorhas a legal right to negotiate work:
ing cpnditions which effect the -quality of care. In
Michigain we have/found, time and time again, that
nurses. organize b cause they are so frustrated about
the ,conditions of care in the institution in which they
are employed. e professional model witliits niecha-
riisins ' -for shared goVernance through nursing care
cornmitteis provides a means for resolving problems
short of:the grievance procedure. Negotiations for con-
ditions of care 'become an ongoing process and ndt
simply a series of problems to be resolved before 'con-,.
tract signing. P.

Although the women's movement has resulted in
significant improvements for women, the employment
structure has -remained essentially unchanging for

4

3

Iurses. To end sex ,discrimination, is essential, but it.
not ,enough. Thegiffieult,task will be to alter the

h alth system sufficiently to make p4Isible the full,.
c ntributiOn of nurse Ind nursing. C lectiVe orgaM-

iortoffersthat means:.

,
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Innovations in the Utilization of Nurses,
Allied Health and Support Personnel:
A Look at Colombia
Women and Their Role.in Innovative
Health Programs

Maricel Manfredi, R.N., M.S..
Director, Department of Nursing
Untversity of Valle
Cali, Colombia

a

When I was invited by you to write a paper in
which I would explain the participation of women in
the development of systems offering health services' in
Colombia, I did not hesitate to accept such an/invita-
tion. I felt overwhelmed by the fact that I was collabo-
rating with a group of renowned research women of
high national and international position with whom I
could not compete, since I find myself only promoting
,research within the field of nursing in the Uniyersidad
del Valle. I would say that I did not hesitate in ac-
cepting such an -invitation becauge I considered it im-
portant to have the opportunity to emphasize the
fundamental fact that in many service programs in my
country women have participated-widely in the develop-
mental stages.

It is, therefore, the proper moment in this year of the
female to emphasize the deserving and quiet labor of
many of our Colombian women.

-Women in Colombia and Their Role ip Society
Colombia has 21,070,115 inhabitants of which 50.7

percent are women. The.. most numerous group is that
of women between the ages of 15 and 49 years which
represents 22 percent of the total. Little More than ,half
.are between the ages of 15 and 29 years and three-
quarters of them are less than 40 years of age. In other
words, Colombia has a great number of women in a
productive age..

- Of the women between 15 and 54 years of age 22.7
'percent have gone to schoohand 61.2 percent of the
women in this age range.have bad some studies in'pri-
mary school, 15.1 percent ,have had some sort of
secondary school and only one percent of our (women
have had the privilege of studying at a high school or
university. In recent years a great effort has been made
in the education fi,:d and the scholarships of young
women have incleawd. Teaching is starting to become
diversified and it is in this manner that preparation
is affered women in vocational ffelds; for example,
nurse's aide's and helpers. Women show better skills
in those areas they have already been working in. Yet
the fact that, a great number, of women only atignd
primary school /means that their most frequent occupa-

,

. -

tions are that of' service workers, artisans, saleswomen, 83
and clerks.

"Thd traditional role of women in,Colombia has
been largely confined to their home functions as
mothers, wives and the prevalence of their bio-
logical functions which are not yet completely
under their control, and that is why their creative

,ppinions in thesobial, economic and educational
fields have been very limited to date, as limited as
their ability has been to make decisions in the
home and in the concomitant areas of responsi-
bility."'

Authority within the family circle has been clearly
defined, and in decisionmaking their. age, 'sex and ,
schooling have been a definite influence: women have
been subordinated to men and chil6ren. This subordi-
nation of women to men has been seen in many aspects
of family life, not only in the wife-husband relationShip,
but also in the fact that the son has priority over the
daughter insofar as as education is .concerned.

In the last' few decades industrial technological ad-
vances have had great repercussions on urban family
sociology. In the economic area, class or lineage priv-
ileges are no longer As important as the efficiency or
capacity factors. Thus, function determines status. "The
greater influence of roles in the industrial age begins to .

take the women out of a restricted home life and by .

means of formal education, in which certain class fac-
tors are compromised, she has her entry into the job '
market. Even, though feminist groups have entered the
labor market, the economic responsibility factor/con-
sidering authority as a basis has not been sufficient
in this transition, stage to strengthen the feminine ego
in decisionmaking, its consequent responsibility, and
the hierarchization and obtention of privileges. There is
only a bare insinuation of 'a beginning of manifest par-
ticipation of women in the authority complex." 2

Even though up to dow an appreciable number of
women have oNined' authority by occupying 'public'
jobs which were previously the exclusive province of
men, their capacity has demonstratedto our statisticians
the need in Cdombia to eliminate all sex discrimina-
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tion. This is the reason why Deeree 2820 of 1974, the
new statute on women's rights, was approved.

We now have the great task in our country of giving
iMpetus to the development of a greater number of
feminineleaders who shall arouse feminine conscious-.
ness, so that these laws are obeyed.

Role of Women in the Health Field
Women in Colombia have actively participated In

the health area. Their status and, therefore, their role
has changed considerably as they are given the oppor-
tunity to prepare for the functions that they should
carry out. In the arn of medicine their initiation into
this profession is rather -recent, going back only 30
years.° As compared to males, not many women have
studied in Otis field. Even though there are many out-
standing women in the medical profession in the field
of 'general practice, research and education, the total
identification .of medicine with males with which they
work may be one of the reasons that has prevented
them from excelling more activitely as feminine leaders
in the field of medicine.

Nursing,- an eminently feminine Profession, has been
considered as having little 'prestige until very recently.
This has led to Colombia's having a rather small num-
ber of professional.' nurses which has not been in-
creasing at the expected rate. The reason for this low
prestige is very closely related to factors of social
structure. The work of a woman outside the home was
not well regarded in our traditional society. Another
factor could be the low. monetary rentuneration, due to
its being considered a profession with a greater num-
ber of manual than intellectual skills.

Recent sttidies show that nursing is acquiring greater
prestige. In a study carried out by Bertrand and M.
Cklin in the city of Cali, Colombia, on the prestige
of health occupations, they found that the nurse oc-
cupies the second place of importance among the health
professions, while the dentist occupies a loWer place.
'The authors of this study believe that this is due to
the low number of professional nurses which Colombia
has and to the fact that they carry out an administrative
function, which causes them- to have great prestige
among the publid to whOin -they fender their services,
as, for instance, administrators of a health clinic,. etc.
Nevertheless, other prestige factors must be considered:

a. \The change in thwole of women in otfr society
which has permitted' more women to enter a university;

b. The present importance of thoge professions
which are more closely related to the needs of human.
beings, the better remuneration which the nurses are
'demanding for their services; and .

c. Progress. in nursing education which has, led to
nursing being considered a separate profession and hot
as dependent on a school of 11.tedicine.

The scant number of nurses 'previously mentioned
has caused the development of different types of
auxiliary personnel in Colombiaip help in the health

care of our people. Since these auxiliary personnel are
prepared on a vocational level, their Ale as function-
aries of direct medical and nursing cairplaces them in
a very important position within the system of render-
ing _health services, a a_ study conducted by. three-
nurses, Benavides, Andrade and Gil, oh "Some Opin-
ions and Attitudes of the Community Regarding the
Delegation of Medical Activities in the Infant-Maternal
Area," a preference is shown for feminine auxiliary
personnel, since the pitients show more confidence in
expressing their doubts or fears tO women. This is inti-
mately connected with traditional aspects of bashfulness
which are very.deeply rooted in the feminine populace
of our country. The use of feMale, aides also permits
the establishment of good interpersonal relationships,
since these personnel are more cogniz4nt of the cus-''
toms and values of the patients.

Women and the Innovative Programs of Rendering
Services

Next I shall present three programs of an ever en-
tal nature which are presently being del:ieloped
Health Division of the Universidad del Valle; shoAing
female participation on different levels. These programs
have had not only local repercussions in the city of
Cali, which is where Ibe University is located, but on
regional, national arid international levels as well. They
are:

.

. -

Study of Infants' Maternal Care and Utiliza-
tion 'of Health Services in Relation tO the Ac- .

tivities of the:Health Aide,
Primops Program, and
Program of Ambulatory Nursing.

Study of Infants' Maternal Care and Utilization of
Health Services in Relation to the Activities
of the Health Aide

In Colombia a great part of the population lives in
rural areas whereValth services are scanty or simply
nonexistent. The study- on human resources demon-
strated that only 34% of the pqpnlation was ablë
to obtain medical attention;.there were 44...doctors and
0.64 nurses per 10,000 inhabitants; and there were
only" 3,500 certified auxiliary nurses and most of than
'are cpncentrated in the large cities. .

'The problem increases in populations geographically,
economically and:culturally isolated, which limits trhns-
portatidn and/or eommunication; not permitting the)
delivery of prOfessional assistance. In search of solu1
tions to this pioblem in 1964, the Colombian govern-
rnent started the formation of .a 'rural health aide. The
aide is defined as a voluntary resident in a contrnunity
or area who knows how to read and write, who is ac-
cepted.by the community where she resides permanently,
who has time available to work in collaboration with
the health unit and who receives special trainin in the
work she is to accomplish on a rural level. Her func-
tion's are: sr

Promotion Of the seryices of health care, especially
on the infant-maternal proam; promotion of sanitary
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Measures; first aid; application of treatment formulated
by thedoctors; ind control of alarm signals in her
area for Women who are pregnant and in puerperium in .
order to send them to the health unit at the proper

Even though the .gdvernment was convinCed of the
effectiiienesi of the aide, no studies tO confirm such a
concept existed. The Nursing Departthent of the Uni-,.
versidad del Valle proposed to the Colombian govern-
ment andgo the OPS to,carry out a study Which would

-show the effectivenéss of(the aide in the improvement
of knowledge, practices and attitudes in the infant-
maternal area, would rase the health level of the
populatiort and would determine the cost-effect rela-
tionship of the instruction of the training
program.

The area selected 'was the Valley of Sibundoy-whiCh
is located to tfie south of Coloingia in the Administre
don of the Putumayo- Its altitude is2,,l 00 and 2,200
meters above sea level and a.,land area of 9,000 meters.
The total population is 15,025 inliabilants, distributed
as follows: mixed-breed and whitts, qualified as
"vAites" which constitute 60 percentf the population,
and indigenous Kansa and Ingas, which constitute the
other 40 percent. For the purposes of the stuily, the
white population was selected, since it is la more repre-
sentative sample of the Colombian poiSulation. 49.8
percent of that population is made up ..of children
under 15 years of age. It has a low index of illiteracy,
18 peyent of the total population, and the average
schooling is three years of primary school. This is due
to the fact that this is a missionary area and the Cath-
olic church has established 21 primary education
schools. There is aqueduct service but the water is un-
treated. This place was oselected for the availability of
communication facilities and for its proximity to vil-
lages.

The study began with a survey of the. community in
order to determine certain basic informatiOn as to
socio-demographic, morbidity-mortality data, maternal
care of infants and" attitudes. Once this survey was
carried out we proceeded with the training of the aides,
utilizing programmed instruction as a basis. At pres-
ent, the aide is working in the community.

The results have already been obtained on the cost
effectiveness of the programmed instruction in the
training of the rural aides. Some preliminary results
on the changes in attitudes, knowledge and infants'
maternal care found in the researched population after

, the first year of work with the aide have also become

As far as theua programmed instinction, the
results showed that the method of programmed instruc-
tion used iiithe training of the health aide& is more
effective than the traditional programs (6.1 <,p <

The inethod of programmed instruction is less costly
than the traditional one when the programmed instruc-
tion units already described are used.4 Accordingly,
the Public Health Ministry of Coloinbia has initiated
the training of aides with this method.

Regarding *the changes of infants' Maternal care and
attitudes, the data collected before the aide started her
work was c4mpared with the data obtained after one
year and two months of work. The residts were as
follows: " -4-

Insofar, as knowledge of the methods of familyplan-
ning is concerned, it was foundlhat, although the num-

. ber of women who knew thebethods had not increased
.
significantly, the types of methods used hy them were
more modern for instance, the IUD and the "pill". The
sources of i rrnation on the- mother-child programs

changed sign ficantly, based on radio programs and
information pAed on by midwives to the other. mem-
bers of the healt team, including the aide.

Regarding Attitudes towhrd family 'planning, it was
found that the number of 'children. desired changed
significantly (P < 0.01). . 85

Seyenty-eight percen said that they wanted assis-
tance in a program of faiii1y planning, showing greater
interest than t'he previou .year (P < 0.05).

It was also found lip a greater number of births'
are being atterided to 'in 1e health-care institutions.°

11'i...expected that furthe, changes will be found- in ,

the maternal-infant practic,e_ after the second year of
work by the aides, since ch ges have been found in
the knowledge and attitudes after the first year.

.

Program of Investigation in Modests of Rendering
Health Services

The experiments were carried out by the Health
Division in a srgall city 'of 7,000 inhabitants (Candel-
aria), where a programof services was developed in
the infant-fnaternal area utilizing the .delegation of :

functions to nursing auxiliary personnel. The following
results were obtained. -
-_ A decrease of the general infant and pre-school
'mortality rate;

A decrease of _the newborn rate from 60.2 per
thousand in 1962 to 41 per'thousand in 1971;

A decrease of malnytrition in the pre-schoorthikt-------
from 40 percen; in 1964 to 22 percent in, 1971 and
eradication of .the severe forms of Kwashiorkor and
marasmus; and an Increase of the levels of coverage
oFthe different programs in approximately 80 percent-
insofar as maternal attention is concerned, attentibn to
the child and attention to the couple (family planning
programs and sanitary programs).° , -

.- taking infe: consideration these experiments, the
Health Division and the Health District of Ci.ittli -are

developing the design, implementation, operatio4 eval-
uation and documentation of a Model of rendering
ihtegral health care in a marginal area of the City of
Cali of 100,000 inhabitants. This dnay be dupl cated
in other parts of the country. It purports--to im ,r,i2yl
the health conditions and the life quality o.the Com-
munity. It is also hoped that the_p_rograntTifiil depion-
strate the rational use of differentdevels of hehlth
personnel as well is of persons in' the .communiti in
the delivery of the health services...The model is or-
ganize& in such a manner that if incorporates. itielf
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into the system of rendering services already established
by the Colombian government.

. Once the model has been tested, it is hoped that it
will demonstrate the vhibility Of integrating the teach-

__ itig_ustem_ and the system_otrendzing JeaJtIL iv:vices
with an end to unifying efforts in the study of the
community health problems and of their possible solu-
tions, thus encouraging the formation of a health team
which is in keeiling with the reallties of the commu-
nity and the bharacteristiCs of the health system. ,

Healtli Principle- s on Which the Model it BasaU
The model is based on the following principles; .
1. The solution to the health problem is directly

related to the degree of active community-participation
and to the degree of integration which may be reached

86 between' it and the health sector.
2. The solution to the health problem iS directly re-

lated to the degree, of coordination and integration
which-is attained among medical care institutions.

3. The solution t the health problem is directly
related to the degre of regionalization which may be
reached. (Region zation in our country means the
stratified organization of the medical care levels which
ranges from home care to specialized hospital via the
local health department and the health center in a
predetermined area.)

4. The solution to the health problem is directly re-
lated to the integral care given the patient (promotion,
prevention and healing).

, 5. The solution to the healtli problem is directly re-
lated to systematic low-cost care.

6. The solution to the health pr lem is directly re,
lated to the realignitent of medical care activities
within the health tehm.

7. The solution to the health iiri;blem is directly re-
laud to lialth.sotpink with high pOpulation_coverage,
dedicating their greatest effort to high-risk-groups/

8. The solution to the, health problem Is directly re-
- lated to the availability of an evaluation system whicii

- measuies the efficiency, effectiveness and quality of
care being delivered to the community, and which al-
lows Ongoing adjustments to the proposed health p1an:7_

Operational Methodology
In its first stage the model provides coverage to

persons pith the greatesttrisk, That is, the mother and
the child. In a second stage, it may cover, the whole
family. In 1973 the model was put into practice, 'to
render health care to the commifnity adjacent to the
,city of Cali. Thefrogram was' organized as follows:

First LevelTlie Home:
It is defined as the priority work unit (P.W.U.) which

is composed of families having children less than five
years of age, pregnant females; or those of reproductive
age. Each group of 2,500 inhabitants is served by a

'basic health team of iwo or three midwives, one nursing
auxiliary and one aide who visits them at home. The
functions which they perfokm are as follows:

1. Control of growth and development and of the
nutritional status of the child; '

2. Immunizations;
3. Maternal education in child care, hygiene, sanita-

Home

Local
Health
Dept.

Health
Center.

Level:

Sector U.T.P. Town
Quarter k

Health
Department

Covered
Population

FIamilies With
Children Below
5 Years of Age

10,000-
20,000
Inhabitants

100,000
Inhabitants

Personnel
Mde
Mixtliary
Midwife

Doctor, Dentist,
Nurse, Technicians,
gursing Auxiliaries

,

Peripheral
-Hospital
(Local b)

Zone '
(University)
Hospital

ProgrammeA Area Zone

100,000-150,000
Inhabitants 4 Malkin

G. P., Dentist
Nurse, Nursing -

Techni-
ci ns, Administrators

Specialists
and
Superspecialists
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tion and Utilization of the services which the program
renders;

4. Notation of vital statistics;
5. Detection of woMen who may be suspected of

heing-pregnant; and
6. Notation of morbidity.

Home visits pf the nursing auxiliary in order to:

1. Carry out prenatal care;
V. Surveillance of births attended by midwives in the

home;
3. Postnatal care;1
4. Epidemiologic data collection; and
-5. Care of children with .special eroblois (severe

Malnutrition, etc.)
6. Home visit of the midwife for births.

Second LevelLocal Heal& Departmept:
The local health department is located in a miarter of

a town [barrio]. A quarter of a town is an administra-
tive political division which subdivides the city and
which has an area of 15,000 to 2.0,000 inhabitants;
the town quarter has a local health department man-
aged by a nursing auxiliary under the supervision of
a registered nurse. The activities of the nursing auxili-
ary are as follows: ..

1. Care of sick children in cases of diarrhea and/or
Grade I dehydration, catarrhal and febrile states,
mild piodermilis varicella, chicken pox and
parasitism;

2.. Care of pregnant women with mild pregnancy
complications;

3. Injections and.care of the sick;
4. Referral of sick child or adult who needs to pass

to a higher level;
5. Clinical education and surveillance of couples in

the family planning program; '

6. Notation of health activities and vital facts;
7. Vaginarsmears; and
8. First aid: sutures, foreign bodies, etc.

Third Levelreal& Centev
The health center covers a populatoin of 100,000

inhabitants. On- this-level 'there- are nurses, doctors,
dentists and technical. personnel. There is also a phar-
macy, clinical laboratory '11c1 ambulance transportation
system. To this center come ,the patients who are re-
ferred by the auxiliary. It provides all kinds of ambula-
tory services rendered profession0 personnel ex-
cept hospitalization.

Fourth LevelPeripheral Hospital:
It covers a region of 250,000 inhabitants, more or

less, and provides ambulatory hospitalization services
with fast turnover, as well as post-surgical care in the
home.

Fifth LevelZonal
At the zonal level, a. university hospital tovering a

population,of 4;00,000 persons provides all the basic
and specialized services.

The model also includes an evaluation tbol whict
allows for efficiency megures. In other words, how
adequate is the utilization of the resources and how
effective are the benefits obtained.by the community?

Admiiitration ot the Mbdel
The model has an administrative organization made

up of a director and a co-director. The director is a
professor of Social 'Medicine in the Universidad del
Valle and the co-director is named by the Local
Health Secretary. In addition, it has advisory and tech-
nical committees and ,the units for human resources,
evaluation, investigation and administration.

The' Human Resources Unitis directed by a nurse.
Foiar professional nurses work in this unit. The film,.
tions of this group are in the fields of recruitment,
selection, training, supervision and personnel evalua-
tion models, which will be, applied to the different
working groups within the proposed service model.
See the Nurse's Placement diagram.-

Diagram of the Placement of Nurses in the Investigation
Program in'the Models of Rendering Health Seriices

2 Nurses

2 Nurses

I Nurse

Human Resources
Unit

Rural Work

Health
Center

Planning
Programming
Evaluation
Technical Assistance

Teaching
Directing and

Supervising Personnel
Personnel Evaluation

Coordination --b.

From 1972 until the end of 1973 service units were
programmed and developed in terms of activities and
tasks for each of the members of the team, and we
proceeded to train the personnel already working in
the field. Ninty-three persons have been trained: nine
auxiliaries, 54 aides and 30 midwives whb are render-
ing service in 'an area of.30,000 inhabitants.

The Nurse in Ambulatory Care: An experience

In the year 1973, conscious of the necessity of pre-
paring the nurse better in adult care, we started in the
Nursing, Department of the Universidad del Valle to
program a course on an experimental basis with the
purpose of expanding the role of the nurse in the adult
area by introducing some knowledge, techniques and
abilities which- would permit them to make a ,better
evaluation of the patient as well as making some de-
cisions insofar as treatment is concerned.

We thought of focusing the course towards the am-
bulatory area due to the nebessities which exist in our
country for offering and increasing the coverage of
ambulatory, care for the adult patient. The studies
realized in Colombia show that a reduced number of
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1
the popul tion enjoys medical care and since one adult
support s ven other persons, his kotection during the
producti e years is obviously a. priority.

I

At thfr outset, advice waa solicited from a "nurse
practiti ner" from ,the _Rockefeller Foundation, _who,
with' o e Of our professors and a group of doctors of
the He lth Division, planned and developed an experi-
menta cqurse which prepared a group of nurses to
offer minimal amount of care in the patient's ambula-
tory. treatment. Minimal care was defined as the care.

,givezf physically capable or partially incapacitated pa-1
tient , placed in hospitalization units for short stays, as

`out dents or in home care. r
T offer this minimal care the nurse was prepared

to: evaluate the health statuskof the patients by Means
of the clinical history; dignose and treat certain

88 selected common entities; and observe patients with
certain chronic illnesses.
' This course was divided into two parts. In the first
part the student received information on the health
situation of the adult, natidnal programs planned to
resolve it and their implications in the nurse's role.

The concepts and techniques of the clinical history
were introduced 'acconipanied by the necessary ele-
ments of anatomy, phytiology and symptomology. Fur-.
thermore, emphasis was placed on the utiization of the
bhsic training of the nurse and on the identificatiOn of
tbe socioeconomic and cultural problems of the patient,
which might help her to participate fully in the evalua-
tion of the patient's health status. .

The second part encompassed the diagnosis, treat:
ment and follow-up of the patients with common ill-
nesses easy to manage and the management of patients
with selected chronic illnesses.

The choice of these entities was made based on the
study, of an adult out-patient clinic and on the opinions
of the different spekialists.8

The Arst course in this project was carried out from
August to December of last year. Eight nurses partici-
pated, four of whom work in the health center of the
area surrounding Cali, and two in the rural health cen-
ters. Two professors from our university also partici-
pated. . .

The course 'was held on Fridays' and Saturdays,
When the theoretical parts were presented in lectures
and some prac ical exercises were carried out. In ad-
dition, the parti ipants had to dedicate at least 4 hours
of their work t the care of patients. Each of, the
participants wor ed with a medical tutor who super-
vised the practical exercises along with the professors
of the nursing department.

It was also planned to carry out an evaluation during
the first two years of work which would measure the
efficiencythat is, the relationship which exists be-
tween the proposed objectivesand the achieved ob-
jectives and the efficacy ih terms ofs the cost of the
activities of this nurse based on a unit of time. This
evaluation is being conducted presently theough direct
observation of checkups by the participating nurses, and
revision of the clinical histories written by those nurses

in accordance with certain norms previously established
for the program.

Investigation

Planning

Diagram of the Slurse's Functions

Programming

Definition of Basic Health Actions

Definition of a General Working Plan-and
Methodologies.'

Design of the Training, Supervision'and
Evaluation Models of the Personnel.

Teaching Activities

Inter-Institutional and Inservice Coordination

Supervision of Personnel in Task Achievement

Evaluation of Applied Methodologies

Some other programs deserve to be mentioned in
today's presentation since they show how, through joint
cooperation between the different national ,and inter-
national organizations, projects may be develöped
which promote the development of women on a Latin
American level. One of them is the agreement signed
in 1971 between the Health Ministry of Colombia,
e Pan American Sanitary Office and the Nursing
Department of the Health Division of the Universidad,.
del Valle, by means of which nurses were prepared \`
educationally as well as service-wise in the expansion
of the infant's maternal care which comprises prenatal
care, care during birth, post-natal and perinatal care,
management of fertility and management of growth and
development.

During these four years, 200 nurses have been pre-
pared in 12' Latin American countries. Fundamental
changes have occurred in the teaching and the render-
ing of maternal and infant care in many of the partici-
pating countries.

Another project was that of regionalization in south-
west Colombia, which was developed through an agree-

,ment between the Health Ministry, the Kellogg Foun-
dation and the Universidad del Valle, advised by the
Nursing Department of the Univetsidad del Valle. Tbree
new programs were started for the preparation of
nurses in the universities of "the southwest region, thus
increasing the training of nurses, which was 20 per
year in 1968, to 100 per year in 1974.

This presentation has been meant to show only some
of the projects and realizations of a specific group of
women whO work in the nursing field in my countfy. To
each one of them a responsibility has been assigned on
a greater or lesser scale as citizens, as professionals
and as women in helping to fulfill the social'and health
needs of the people.
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Innovations in the Utilization of Nurses,
Allied Health and Support Personnel
A J.S. Response to a Look at Colombia

Nth Rbenier,
Researcher in Health Law,
School of Public Health
Unii;ersity of California
Los A rigeleS, California

An impressive feature of Maricel Manfredi's excel-
lent paper, is that she deals with innovative functions
on three levels: (1) expanding ihe skills of the highly
trained professional; (2) developing a new kind of
health auxiliary to perform essential functions in rural
areas that. are undersrved by' health personnel; and
(3) organizing heii1Th services on a regional basis so
as to create a framework in which the skills of various
kinds of health personnel can be used effectively to
meet health needs. Ms. Manfredi describes vividly how
these thKee mechanisms can increase access to health
services and encourage innovative functions of health
personnel. Moreover, her thoughtful exploration and
evaluation of the effectiveness of each of these ap-
proaches serves to advocate their adoption. These,three
approaches to innovative functions are r evant to
both developing and highly developed coun es.

- In the following comments, I propose tb, discuss
each of Ms. Manfredi's three approaches to innovative
functions in the context of the United States and similar
countries; 'to suggest some reasons as to lit innovative

5functions contribute to improved use personnel;
and, finally, to review briefly 'barriers to and strategies
for change.

Expanding the Skills of the Highly Trained
Professional

The development of the nurse practitioner is an
exaniple of adding.innovative functions to established
nursing practice. In the United States, two kinds of
middle-level.practitioners were detigned as an approach
to the shortage of doctors fo l. primary carethe physi-
cian's assistant authorized, in nearly 40 States and the
nurse practitioner now authorized in 20 States. As the
United States experienced increased demand for health
care -from consumers, recognition grew that many

*Information in this discussion is based in part on work sup-
ported by Contract No. NO 1.--M l-34090(P) on "Patterns of
Health Manpower Use, Education, and Regulation in Other,

^ Countries 'and Their Relevance for the United States.,"
awarded by the Bureau of Health Manpower, Health Re-
sources Administration, Publk Health Service, US. Depart-
ment of Health, Education, and Welfare.

diagnostic and therapeutic Procedures could be per-
formed safely and effecenkly by persons with appro-
priate training who were not physicians. The move-
ment to train physician's as'sistants, who are generally
men, developed in part because of the availability of
medical corpsmen returning from the tragic war in
Vietnam, but it also had a gender-related explanation
in that the United States has had little success in re-
cruiting men into nursing. The physician's assistant
with a new title was a means of recruiting men for
functions related to nursing. Moreover, the physiciari's
assistant movement grew while some important seg-
ments of the nursing profession were slow to recog-
nize sthe potentiality of the nurse practitioner, despite
antecedents in nurse midwives, nurse anesthetists, and
nurses working in intensive and coronary care units.

Unlike the 'United States, two other quite similar
countriesAustralia,and -Canadahave made explicit
decisions not to dellelop .a physician's assistant but
rather to look td the nurse for expanded functions.
Both countries have a high ratio of nurses to popula-
tion and a long tradition of using nurses to provide
health care in remote areas. The Bush nurse in Aus-
tralia serving the 'aboriginal population and the thit-
post rkirse in the Far North of Canada are dramatic
exam:4es of independent, even heroic, functioning of
nurses in providing health care. Now'4ustralia is de-
%/eloping the "community health nursi" and Canada
the nurse practitioner (Who is called by different names
in Canadian provinces). The nurse with expanded clin-
ical, skills is being developed in these countries, how-
ever, with somewhat less vigor than in the United
States. This more cautious development is iirobably ex-
plained by the much greater strength of general practice
in Australia and Canada, where approximately 50 per-
Cent of doctors are general practitioners than in the
United States, where only about 25 percent of physi-
cians in clinical practice are general practitioners.

Creath* a New Type of Health Auxiliary
An example of a neW type of health workek yith

innovative functions is the school dental nurse 'or
school dental therapist, first pioneered in New Zealand
in 1921. Many other countries, including Malaysia,
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Ceylon, Indmiesia, Singapore, Ghana, Great Britain,
Australia, and Canada; are gow training and using
school dental nurses to provide dental care to children
in the schools. Factors that led to development of this
kind of dental auxiliary were the poor dental health
of children, the 'critical shortage. of dentists, and- the
reluctance of dentists even if they were available in
sufficient numbersto providet=this kind of service.
While the functions of the dental nurses vary some-
what among the programs and also the form and de-
gree of supervision, two aspects of this . successful
innovation in use of health manpower are common to
all programs. One is that in all countries young women

9

who can develop a harmonious rapport with children
are selected for this work. The other feature is that
dental nurse students are trained to do standard pro-

92 cedures hiLd uniform ray, so that within this defined
scope of work they can exercise their clinical, freedom,
can work vvItlf a minimum of supervision, and thus
havgareat pride in their work. Other health occupa-
tions and programs might well leain from the clear
and realistic thinking that is the basis for the school
dental nurse services of various countries.

Regional Organiiation of Health Services
In recognizing the importance of the system of pro-

siding health services for effective u5e of personnel,
Ms. Manfredi has made a basic contribution to consid-
eration of innovative functions. In all countries, health
resources are finite and must be used efficiently. An
erratic, wasteful, and duplicative system obstructs the
effective muse of personnel.*Rational.-organization of

. levels of ca r. on a regional basis according to three
criteria-4ealth needs of the 'Population, . geographic
location or services, and ""ratlinical requirements for
different kinds of caregives promise of using per-
sonnel wisely, encouraging innovation in functions, and
assuring an equitable system of care. The Soviet Union,
Great Britain, and the Scandinavian countries have
well-developed systems of regionalized health services,
and many other countries, including our own, are mov-.
ing in this direction.

Why Innovative Functions Contribute to Effective
Use of Personnel

Before turning to barriers to innovations in use of
health workers, I should like to comment on why
innovative functions contribute to more effective use of
personnel and specifically in occupations in which
women are the principal members.

1. Innovative functions mean new opportunities
and ways to provide care, and new roles for liealth
workers represent a flexible response to health needs.
The nurie practitiond, for example, helps to increase
access to primary care. The combined X-ray and labo-
ratory technician, trained in some Canadian provinces,
(who is ,generally a woman) meets the needs of small
rural hospitals. Innovative functions thus heighten the
capacity of women workers to meet health needs.

2. InnovatioUs in functions may decrease what the

Australians call "wastage" of nurses, that is, the drop-
ping out of employment in nursing or, other health.
fields for which the worker is trained. In .Australia,
more, than half of the nurses graduated In the years
1957-060 dropped out of employment in nursing in
the four years from 1960 tO 1964. Some of these
nurses continued to work butt not in nursing. While 80
percent of this attritipn was ascribed to marriage and
family responsibilities, other factors were job dissatis-/
faction, inadequate salaries, and difficult hours. Intro-
duction of innovatiire functions May serve to keep some
of thpe nurses, who would othersise° have dropped
out, devoted to the teld-of nursing..

" 3. InnOvanve functions also Provide an opportunity
for creative activity. Women in new- roles may be able
to demOnstrate their originality, their independence,
or their administrative and executive skills, thus re-
leasing talents previously not available to patients and
the health service system.

4. Also, innovative functions in one 81Pop of health
workers may have a stimulating impact on. other mem-.
bers of the health team. New roles may serve as a
catalyst or a source of motivation to other health,
personnel. For example, one of the most significant
findings to emerge from a Canadian study of nurse

.practitioners was that the physicians with whom these
'nurses were working in a co-practitioner role found
their diagnostic acumen and therapeutic skills chal-
lenged and sharpened by the need to communicate with
the nurse practitioner on specific cases:

Barriers to Innovative Functions
Despite these manifest benefits of innovative func-

tions, legal, economic, and attitudinal barriers may
stand in the way of their adoption.

The main legal barriers relate 'to 'the licensing laws
for the health professions. In the United States, State
licensing laws have blocked development of new flux;
tions that are deemed beiond the scope of practice
authorized for nurses in the nursing practice acts or
that authorized for dental auxiliaries in the dental
health practice acts. In other countries, for example
in Canada, where scope. of practice is not defined in
nursing registration acts, there is nevertheless con-
cern lest nurses working in an expanded role may be
performing "medical acts", which are the exclusive
province of the physician. Thus, new or amended legis-
lation may be required either to authorize innovative
functions or encourage adopting innovative functions
in actual practice.

Economic barriers to innovative functions may also
be- created by the hellth instrance system. For ex-
ample, in Canada one of the deterrents to use of
nurse practitioners is uncertainty as to how the nurse
is to be reimbursed. In this connection, it may be
noted that in Australia physiotherapists and podiatrists
are mainly women and that the number of women
Optometrists is OR the rise; the large proportiOn of
women in these fields may ironically have been ra.;
lated to the-fact that these services were not covered

109
At



under. the health insnrance system, and men therefore,
found 'these professions not sufficiently lucrative. One
would hope that the time is ,ending when such eco-
nomic reasons explain entrance of women into the
health profession.

Finally, attitudinal barriers stand in the way of in-
novative functions. The opposition of senior profes-
sionsof physicians and of highly trained nurses----to
delegation of functions to allied and auxiliary personnel
needs to be overcome.

Strategies for Change
Strategies for change to encourage innovative func-

tkkns include legislative action, economic reforms, edu-
cation of the health piofessions, and creation of
incentives for improved use of personnel. Moreover,
as these strategies are pursued; efforts must be made to
achieve wide acceptance of innovative fuqctions that
Are deemed sound. Merely securing legal authorization

, or approval in principle is not enough. If the benefits
of innovative functions are to help largegnumbers of
peopre, new roles for hearth workers'and new types of
health workers must become the-prevailing sand n-
cepted practice.

iasic to the release of women's energies:for innova-
tive 'functions in health senfices are aclvances,in control
by women aver their reproductive functions. In the
United Staff and many other countries, the i)otential
contribution of wonibn health workers has been greatly
increased by improved methods of con racgion and

4

4

legalization of abortion. Without this progress, in sci-
ence, law, and society that means freedom from un-
wanted pregnancy, many of the statements made here
are only hollow hopes.

What can women health workers themselves do to
support and encourage sound innovations in functions
of health - manpower? First, 'women. health workers
need to be informed about health. manpower,4 health
services, and the total system of health care.
need to know not only their own tasks and ro e but
how these -tasks fit into the overall system and how it
works. Then; on the basis of their roles and knowledge,
women health workers need to participate in the de-
cisionmaking process at all levelsas members of staffs
of health agencies and facilities providing health care;
as members of their professional associations influenc-
ing health policy; as members of their trade unions
negotiating for satisfactory salaries and working condi-
tions; and as citizens informing their legislators and
other governmental representatives of sound p ctices
in providing health care.

if women health workers themselves have an under-
standing of the total health care system and exercise
their right to participate in formation of health policy
at all levels and through various mechanisms, then
surely not only innovati4 functions but other ap-
proaches will be developed to improve the utilization
of women in all the health occupations, for the better-
ment of everyone.

1 1 0
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Innovations in the Utilization of Nurses,
Allied Health atI Suiwort Personnel
Innovative FunctionrOf Women Health Workers

Ellen -T. Fahy, R.N., Ed.D.
Dean and Professor
School of Nursing
State University of New Yprk
Shiny Brook; New York

In attempting to. discuss Maricel Manfredi's illumi-
nating paper on innovative functiops for women health
workers in Colombia, I was immediately struck by the
definition she provided for the traditional role of

;T"women in that country: home functions as mothers
and willies, liinited control of biologidal functions, a
dearth of women in leadership positions. The definition
provided could be readily applied td all American
women, I dare say to women everywhere. Women have
the major task before them of providing sufficient
impetus for the. development of a greater number of
their ranks to assume leadership roles in all-facets of
society, Rolitical, economic and social; a greater un-
derstanding and control over their biological functions
to provide contintrity to this leadership and a greater
apse Of their collective selves.

Nowhere is the sexist question more pionouticed
and probably more pernicious and pervasive than in
the participation of women in health cara delivery. All
here know that Germaine Greer said it all in The
Female Eunuch in her chapter on "Work". In speaking
of nurses:

The most depressing phenomenon in the pattern -
of women's work is the plight of thesurses. Nurs-
ing beganehen Florence Nightiriple deploYed
the idle daughters of the Victorian thiddle-class in 4..
a work _pf mercy whicfi kept their hands from
rnischiff, in the way that rich women still work
fOr t 'e Red CrossThe failure of this industry to
evoI&e means that, today, in Britain 640,000
wo en are working for a travesty of a living wage,
do g a vital work which requires skill, initiative
aud "dedication". In Epgland, the National Health
Service reSts on the na'es' shoulders, remaining
feasible only at their expense.'

/Like Colombia, &gland arid the .U.S.A., nursing
has enjoyed very low prestige among health care
deliverers. Although our*Arnerican numbers are large
(794,979 in 1972),2 and women in general comprise
about 70 percent of all health workers, one can still

--readily-find evidence_tha_they_are_generally viewed
as auxiliary to the doctor, kindhearted, dedicated,
locked into low prestige and low potential positions.
Wh5, does this talent pool have to, like Avis, try

s

aa

harder? The total scope of women health workers: 95
nurses, nursing assistants, dietjcians and housekeepers,
and -dietary workers, cleaniw wodien, and the corn; *
parison of mean income forthese same occupations
with ihoseAfluen,shows that the.position ofwcimen as
healt woriceq: hardly even parallels that of member-
shill- iu the \larger working force. Health services de-
livery in lt.k' hierarchical approach perpetuate,' tradi-
tional.roles of women as "ancillary" to the chief high
moguls, which translated in most languages means
"men".,/further, wi that hierarchy, WoMen health,rth'
workers themselves paiticipate and perpetuate in the
continuity of The hierarchy. Thus my earlier references
to pernicious and pervasive.

,
11

I am most impressed bY Colombia's attempts.to cope
with their health problems in a geographic region
through a conceptual model containing all the eleinents

: preparation of indigenous
tion, c `n df avail-

gion zation, em asis oi
ainte ance via att tion to

of roles and attention
t note that professional

ned,by Ms. Manfredi
out innovation in

. Earlierin the pa-

we so need in this c
workers, tonsumer
able resources thro
prevention and health
populations at risk, realignme
to low cost. I could not help b
nurses and their "auxiliariee d
4,s' absolutely essential for carry
health care delivery, are .all wome
per can be found evidence of nu ng professionals'un-
til very recently enjoying low prestige and ". . . low
monetary remuneration, due to its being considered a
profession with a greater number of manual than intel-
lectual skills". Of late, nursing in-Colombia has begun
to enjoy greater prestige because of its social relevance,
the changing role of women and progress in nursing
education. Beyond the present , status of nursing, the
data do not make explicit the status or the future of
those prepared as "auxiliaries". If one is committed
.to the overall position of women in innovative health
care roles.; then I am constrained to ask the following
questions of Ms. Manfredi.

What's_in all_the innovations_described which will
enhance the role of women as women, women as
nurses and women as "auxiliary" health workers?
Has the question of educational mobility for these
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women yet arisen? If not, it will and should. How
prepared is professional nursing to provide oppor-
tunities? How is the question of economic security
being handled? Is it a totally disparate issue from
the econOmic and general welfare of professional
nurses? Have Colombian women in the total,
occupation of .nursing begun to consider the pos-
sibilities inhe t in working together to simultane-
ously impro e status of wont= and the,
quality of he e delivery? If these questions
are presently being addressed then I apologike and
turn my attention to the present status of Women
health workers ivithin the occupation of nursing.
The same questions can be laid on American nurs-

ing. In this country, we tob are engaged in innovative
preparation of,professional nurses to assume retponsi-
bility for participation in much needed primary care:

96 This seeming new-found expansion of function has ,all
the ,earmarks of raising our prestige level. However,

N

forts'are underway to assist practicing nurses anti nurs-
ing students to Understand the possibilities inherent in
women in general and women health workers in par-
ticular; organizing for the assumption and retention
of jeadership in health policy. 'Others are involved in

. assisting with gaining. access to. knewledge concerning..
biological function. For pxamplE as nerfmg students
are laming about anatomy and physiology of ,the re- i
proiludive system- they are assisting other women
health workers to learn also. Educati nal objectives
here are many: nursing students are le rning essential
content for practice, they are also le big how to
"translatallt what they have learned intounderstandable
language for their future fellow workers; simultaneously
they are learning the possibilities inherent in identificar
tion with the aspirations of other women health workt ,

ers. Nurses, nursing students and women health workers
if joined together can telescope the present struggle

simultaneously another group known as physicians' , for health advocacy. Together tkey can forge the essen-
assistants and predominantly male, is ostensibly, being .fial links between' the institution designated as "hos-

..prepared for the same ?functions. Parenthetically, as pital" (cold, masculine, impersOnal, elitist, sexist), and
MS. Roeiner points, out, two other ,sitililar countries, commimities Speople-oriented, compassionate, nop-
Australia and Canada, have made "explicit decisions", elitist, feminine). The potential for women and fOr
not to go this route but to stick with preparing nurses improved health care delivery is enormoui.
for this function Only the richest cciuntry 'id he world As in Colombia, American nulling is overwhelin-
gas this somewhat dubious honor. To return to .inno- ingly feminine in its context As in. Colombia; we are
vative preparation for primary care needs: in ,a'recent also adempting to expand educational horizons into the
study of both 'wOrkers done bf the Colptroller Gen- realm of primary care provision fflitough oltportimities
eral's Office, there is a pattern of Sexist economic dis- to gain the knowledge, and skills .base of 'physical
tinctiom still cOntinuing. In an investigation 2f .19 pro- diagnosis. We too have experimented widely and suc-
grams Of "Physicians' Extenders" across thf cduntry, cessfully with the development of women indigenous
mit, of a total of 71 practitioners who answered ques- health workers to better understand and meet the health._
tions regarding salaries, 47 physicians' assistants earned care needs of given regions. Only in isolated instances,
!Pore dial'', $14,500 while twelve nurse, practitioners however, has there been serious attempts to build into
reported incomes of that size. In the same study, when their preparation, educational mobility and to address
looking at the lower, end of the pay scale ($7,000 to the question of financial inequity. What is called for is
$8,499), out of a total of 23 respondents, 12 pediatric a concerted- effort to close the social and economic
nurse practitioners reported-the above while two PA's distance in nursing practice between those women solf,

cialized to become "professional" and those socialized .
to. assist as "auxiliary' to the professionals. The possi-
bilities inherent in 'a greater blurring of the sharp lines
of hierarchical demarcation present for us as women
and nurses, one of the largest educational challenges.
for the remainder of this .decade; if not the remainder
of the century.

Undoubtedly the foregoing represents a somewhat
controversial viewpoint vis-a-vis the mission of higher
education and its production of the elite of any. pro-
fession. Historically speaking, the evolution of elites is
gie process of the democratization of elites. That is, as
ensh new transformation of social structures has taken,
place (as women have moved away from the wife-
mother-help-meet, the role and status of nursing has

reported- same.3 Although the- study is. in no Way
definitive,' it suggesti to me that the beat goes on!

It 'appears then that nurses, with some hard-won
advances and those 'designated as nursing assistants
are destined to continue to enjoys second-class status
because of Sexist factors' which are deeply rooted in the
tradition ,of women. What then is to be. lost if those
engaged within ,the scope of nursing education and
practice join together _across hierarchical barriert, to
explore mutual problems and aspirations?

Within American nursing some of us are beginning
'to recognize the potential for womenpower implicit,
in such action. We are beginning to educate nursing

.students and re-educate those already in practice to
identify more closely . wiin fellow workers who are
women. Curriculum problems and insfrvice education . hanged), both the ibultiplicity aria complexity of
progranis, instead of just dealtng with the pain "and problems to be dealt with and the contextual na
suffering of the ill and injured, are attempting to.build of the elites themselves have increased in compositio
into the educational process greater consciousness to- ind in diversity of function.
wark recognition orthe educatiOrtal 'cif-prat:on-of -air lifhVereducation-it-has-been-assumed=tharrfi

' women hgalth workers. *Some ot us are fully cognizant educational . sequence assures a better end product;
that We represent 70 percent of all health,workers. Ef- that those who go through ordered and preordained



steps are better fitted for the "profeSsicin" than those
who dO not: Like so many other things in our country,
the above assurntition' is being subjected t serious
reappraisal within the health professions. With'mount-
ing costs arid: inanpower sllortages, formerly held
xen hobic assumptions are being seriously challenged'

ny quarters. This in combination with the changed
*, defihition of health from a -privilegexfor the few to an -

inalienable social right, is giving rise to questions about
innovative and effective use of all categories of health
workers. I
, It is now believed by some that within all.the health

professions, there should be the potential for educa-
tional verical mobility whieh will make it poisible ,for

: an individual to move with comparative ease and
minimum lass' of time fromeptrOevel worker in a*
health agency, through assi41, iiiiigity, to ,profes-
sional practitioner. The.,real. -.this, -of course,

1 ._
. is dependent upon the meeting of.' s ecinc educational
,12Sikequiremnts and ,measured capabilities: Thsk challenge

.. A
:' is clear. Can wekeize ffie moment?. in tff so-called
:thtiman service professions, with' ManpovJer needs an

overwhelining trid continuing problem, it iS doubtful

k
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that territorial imperatives, image itattis 'and profes-
sionalism, ,cAn long enClure as reasOns. for opposing

, serious experimentation into this area.
'It was rny'' purpose as d discussant of Ms. Manfredifs

Occellent paper to raise,questions, cite pbssible contra-
dictions andireJate' opposites. It was in no way meant
to negate the splendid models of health deMryt.de-
,sCribed. flowever, Until all women,who work and those
.who 'plan to work begin to identify with tachApther
and. mobilize 'their collective eriergies, ,scontindM -op-
pression is assured. The dontinued. Status of second-
class citizenship is also assured: Equal .pay for equal
education will remain a cruel joke and the largest
Majority of workers in the health' care industry)s fated
to continue its- forward march into the 19th Century.

I 14
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Innotations in the Utilization of Nurses,
Allied Health and Support Personnel
A U,S; Response to a Look at Colombia

Ruth Watson Lubic, R.N., M.S., C.U.M.
General Director
Maternity Center Association
New York, New York

Overview.
I found M ricel Manfredi's paper both interesting

-and provdeative. Ai a nurse-midwife, I am especially
eager to hear of Models of care which effectively de-
liver, health services to mothers, infants and childbear-
ing families. Therefore, I 'extend my thanks to thoge
who planned this session as well as to Ms. Manfredi.

%It it'of course, also pleasing to note the.role of women,
in this instance nurses, in designing, implementing and
evaluating such models. May. I express my admiration
of the"Colombian regionalized model because it begins"

tat the truty primary source.of an health care, the home..
°The regionalization models profosed in tht United
States tend rather to begin at the tertiary or major
medical center level and, by gravity, I suppose descend.
In comprehensive maternity care fhe descent stops at
the "primary" hospital, which still is an .acute care'
general inititutionj not always focused on the manaie-
ment of normal criildbearing as a health entity.

The provocative aspect of the paper relates- to the
manner in which the Colombian experience caused me
to rethink and expand my hunches concerning the fall
and rise of the midzife and nurse-midwife in the United

s-States. My commhts, therefore, wilLte essentially in
othe vein,of an essay aS I cull both factual information
and impressions faun my experiehce.

Differences in Reproductive Care: Colombia and
the United States

In adaition to did regionalliation plan already men-
tioned,.. there are a- number .ordifferences,.between the
Colombian situation and.that of ',the United States.

I. Each country has its own unique population pro-
file.

2. Although health care delivery problems are often
acute in the hinterlands of the United States, the bulk
of our population (73 percent) is urban.'

3. The fall .in nufibers of general practitioners and
the power of specialist groups has resulted in a push
fot obstetrician delivery for all wothen.

-the-United State9,-rfurses-are numerically 'in
much greater supply than are physicians.

5. Excepting for those with ethnic or cultural differ-
ences from overriding practices; women for many years .$1

tr

did tot seek out the care Of other women, or, con- 99
versly, avoid that of males. Consciously, or uncon-
scio sly, they accepted the myth of male superiority in
the rovision of reproductive care.

. The most exciting recent innovations in the
United States have been sparked by the public.,rather
than professionals. Womenlhave become extrediely
verbal in appraisal of in-hospital maternity cate, and
there is a very heady milieu of into est in "normalizing"

'the process of childbearing, luChiliplic at-
. tention are recent books S ithout Vio-

lence,2 Immaculate _Dip ',' ed Labor Iorft.c.
which 'Criticize 111,0, . f in-3hospitaltr,-care. Simultan caL4 actitioners are .

,advocating um .; : r : monitoring in
order to spreadtt onder at the outcome

f this paradox
4 ,

. 74 .0nally, lay int: wives, except for low-income
minority women ikrurat, areas, fell into complete dis=
repute early 'in 4hiier4phitury. Certainly maternal por-
t4lity statistics,,we arming and needed improvement,
bUt one wondersil Yretrospect whether the lay midwife
cOuld not haverb8en brought into the system. The de-
ciikkri to eliminate midwifery was motivated, perhaps
noi entirely, by a desire to improve patient safety. One
%winders what part .power, control, status a-rid economic
considerations may have played.

; ,

Innovidions in US. Maternity Carethd Nurse-
Midwife ,

lOoking at innovation in the.utilization of nurses
in maternity dare in the USA, one can -evaluate both
the addition of midwifery to nursing skills and new
programS in the utilization of nurse-midwives as being
innovatiye. Because some(members of this audience
may be, unaware of the historical development of
American nurse-midwiferyi, I will discuss each of these
approaches briefly and then look as well at another
"innOvation" in the field of maternal and infant health
personnel,' the spontaneous rebirth of the lay midwife.
Inlruth, women are exercisingmoraind more_authority
in defining. patternv'of . health care delivery. But the
reins have been gathered up, not as much by,..women
who happen to' be health professionals, as by woinen
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recipietits of cafe wlio are increasingly Making their
wishes felt. We -shall see that if gaps occur in the de-
livery system, they'will be, in fact,, are being, filled._ by
others.

Hitiorical Factors-7-T1!.e Frontier Nursing Seevice
To return to historical fee...tors': I believe it is fair

to say that women and nurses with sb isequent supporti from the Children's Bureau of our deral Govern-
1 Ment are responsible for the presence of te certified

nurse-midwife in the United States tod y. Ifij this Icoun-
try,*a nurse-midwife is "a RegistZ,red ise who by yir-
tue of added knowledge and skill g ined through an
organized program of study and c nical experience
recognized by the' American C. lege of Nurse-

, MidwiveS, has exteinded the limits her practice into
..

100 the-area of management of care mothers and babies
throughout the maternity cy e so long as progress
meets criteria accepted as no al." "

In 1925 MarY Breckinridg -a-nurse-who-came-from
a prestigious, family and trave 'd to England for mid-
wifery education, Aet up a rur 1 public health agency,

--The Frontier Nuigng Service (FNS), to provide pre
. to poor families in Appalach a. rgurse-midwives were

imported from the British Isl in order to enable the
I provision of maternity, care. I eluding delivery, in the
homes of the low-income p ople who were being
served. Those public health n rse-midwives caught the

,fancy of the public; the fame f the AnurSes on horse-
back" spread across the entii. country. Financial sup-
port r FNS over the yea was sought .and found
throti the mediu of-focal jconiniittees , largely com-
hosed f woiWen, in umbe of urban areas. Recently,
the Service, possibly srk y national guilt over
the Appalachian poor, oh been able to Markedly
expand its services, includin 8 building of a modern
40 bed hospital. Mrs. Breckinridge:s dedication to
ntirse-midwifery with its special expeaise.a$,.priority

C for delivering humane care to childbearinefaMilies will
long be remembered as the, elenkent essential to the
success of this important program.

. fillt
Historfcal F4torsMa4nity Center Association )

The other outstanding shpport for nurse-midwifery
has come from Maternity Center Association (MCA),- ,
which started the first American school of nurse- '
midwifery in 1931. MCA is a 56-year-old voluntary
health agency whJi was women sponsored and has
always been direceI and administered by women. The
first General tr6ctor was Frances Perkins, later

, Secretary of Labo in Franklin D. Roosevelt's adminis-
tration and renow d as the fifst woman cabinet mem-
ber. The agency wa administered for almosrfifty years
by a nurse, Hazel Corbin, throughout its period of
initiating and sponsoring nurse-midwifery education. In
spite of seV'eral outstanding projects demonstrating the
'effectiveness of nurgeidwifery care in markedly low-

,
. ering infant mortality while providing satisfying care

to parents, the obstetrical profession did not acknowl-
edge the presence of nurse-midwives until 1970.

At the same time the nursing profession beh 'ved in
wkat might be 'ewed as a punitive fashion pward
nurse-midwifery, fusing, it ,any individual identity
withiri either theAmerican fslurses' Association or the
National Leyte for Nursing. Official nursing recogni-
tion of.nursermidwifery came in 1965, five years earlier
than that of' medicine, but ten years after nurse-
midwifery establishhd their own professional organi-
zation today known aO'she American College f
Nurse-Midwives. Throughout these years then, it
not le, public but rather the profession which ob-
jecte to nurse-midwifery care. That care was carefully
kept from- any but "medically indigent" Women until
provider shortages were acknowledged early in this
decade.

Nurse-Midwifery Today
Beginningiri-I970, Maternity Center expanded its

support tO inn9vative projeCts in which middle and up-
per class women were served by an obstetrician/nurse-
midwife team. This was done in order to dispel the
stereotype that .nurse-midwifery care As )second-class
bare suitable only for those who can't afford "the real
thing"physiciaa care. On-site consultants were dip-

.
patched to helri develop programs at the Community

. Hospital of Springfield and Clark County in ohio
and at Booth Maternity tentir in Philadelphia. The
latter site in particular demonstrates the principles
for success which Ms. Manfelli elaborated. At Booth,

t a free-standing, full service Iffia ernity hospital, a,family
'centered program was developtd .by professionals in
concert with ommunity. member . J spite of the del-.
,t lining biq ate, it 'fizatio as inciased five-fold
since its opening jtqnf.yars ago.

Ow the east five y rs, the number of sites pro-
viding nurselYnidwifery ed ional programs has in-

, \ creased from eight to 21. ddition to basic programs,
nine efresher courses de ed to biirk babkrAto. the
clinical Milieu botli out-o -practice U.S. prep*d and
foreign prepared nurse-Midwives 'are offered. in tike
same period, the American College of Nurse-Midwives
has increased in strength and regulatory function, pro-
viding school approval and nationtl _certification for
individual nurse-midwives.

Spontaneous "Innovation"The Return of Lay
Midwifery

New innovative programs must relate to the in-
crease&cublic demand for more personalized, lower
cost materi4 care, especially for the normal child-
bearing family.. We are seeing in the United States in-
creasing numbers of such families "opting out" of the
system in favor of home delivery. Almost.by definition,
home delivery is unattended by qualified professionals
fewlicloctors_are willing or able to respond to re,
quests for domiciliary care. In addition, at least one
district of the American College of Obstetrician's and
Gynecologists- (II) has taken a- position against- Amne
delivery, reaffirming the hospital as the only plaCe for
the intrapartum _experience.7 Because nurse-midwives

#
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function in concert/with their obstetrical colleagtzes,
they are, in effect, also prohibited' from providing
domiciliary care. In any event; it is doubtful that a sys-
tem of domiciliary care would be less expensive than in-
hospital care. What we are seeing now in the United
States is the spontaneous growth of an old/new
profession, lay midwiferyself-taught br apprentice
carebecause, as I.haVe heard lay midwives poignantly
explain, "somebody ha.z to help".

An Innovative Response
Maternity _Center Association has devel ped a

demonstration project which is designed to test ut-of-
hospital comprehensive maternity care provided by an
obstetrician/nurse-midwife team, as an alteinative to
do-it-yourself home delivery. We estimate that care in
our, home-like setting can be provided at one-third to
one-half the cost of in-hospital prizate care (ranging
in New York City from $1,200 to $2,000) and ,we ex-
pect that our highlY educational care, attune& to the
needs of low-risk families will be of high quality, at
least as safe as "private care". Low-risk families select-
ing our unit will be .rescreened continually /according
to carefully etttilished criteria throughout the entire
childbearing experience. There is hospital back-up sup-
po5t... and emergency' transfer procedures have been
tested. Labor and delivery will be accomplished in our
setting, as will pediatric .exam of the infant. Families
will return to their homes within 12 hours; there they
will be followed by. the New York Visiting Nurse
Service within the first 24-hOucs and again on ttfe third
day postpartum.. Families vt{ill return to the Center on
the seventh tO tenth day and again at five to six weeks

'for the usual 'check of involution and institution of
fertility control services,: Moreover, they will be ex-
pected and encouraged,to participate in decisionmaking
regarding management. The patient, then; is an essen-

. tial membef of the team. Another essential will be the
a eady mentiorted educational component which is

. de ned to assist ' women to more effectflnely fulfill
the primary diagnostician role 'Which is, in fact, theirs
and not that of any provider. Irrespecti,ve 'of first con-
tact health care worktr, i not our greatest resource
in health care the woman in the h ? It is she, gen-
erally, who decides when any family member gets to
and into the system, and who can imp ement preventive
Care on a day to day basis. The Colombian regionaliza-
tion plan presented by Ms. Manfredi recognizes this
fact. ,
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Change Wili Come
Is it sur6rising that this project, which we hope will

serve as a .model for, provision of primary maternity
care services, has stifled a great deal of controversy
among professinnals? But the public has taken the
reins and demd nstrated that it holds the options.
Women are demanding a decisionmaking role their
.personal reproductive care. Nurse-midwives, once the
people "farthest out", no longer are.

This project Sddresses itself to all those concerts s9
often seen in the literaturedistribution of services
according to physical need, efficient team utilization
of provider skills, emphasis on health education and
preventive tare, reduction of costs of care(merely re-
aligning of patterns of reimbursement is not sufficient)
care which is responsive to consumers (families) ang
personalized. In addition, comprehensive evaluation an '1°1
ongoing utili;atiOn review are provided for. What then
is wrong, why is there controversy? Why do obstetri-
cians shout "retrogressive"? This model is successful
in other parts of the world, surely it deserves a chance
to be tested. Professional apposition persists in spite of

' approval by the duly constituted Public body. Have the
project's implementation problem arisen frOm the fact.
that it was conceived and designed by women, that it
has been supported to date by. women-raised funds?
Perhaps you can answer better than I. And when I ask
opponents how, they would solve the "optihg out"
problem, I am told, "those people are ignorant; educate
them." .

Yeslerday we keard Dr. Theodore Cooper, our new
Assistant Secretey- of Health, ask us as women to
provide answers to serious health problems. Are yop

'

listening, Dr. Cooper? . .

.
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Roles For Women in Health Care
Delivery
Conditions the People's Republic of China *

Ruth Sidel, M.S.W.
Author and Lecturer
New York, NeW York

Solve the problems facing the masses7-food, SW-
ter and'iilolthing, fuel, rice, cooking oil-and salt,.

- *kness d.ehygiene, and marriage. In short, .all
the practical problems in the masses' everyday life
should claim our attention. If we Ottend to the.
prOblems,.solve them and satisfy the'needs of the
masses, we shall really become Orginiitns of the
well-being of the masses, and they, wi I truly rally
round us and tiye is their warrrt:sup ort.

elVIA13 Vit#7, 1934 1

The remarkable changes wh14bave taken place in
the well-being of the Chine* people over the past
quarter century have begun tR!seep into the conScious-
ness of people in the West. We are beginning to accept
those reports which seemed so unbelievable four or five
short years agothat 800,000,000 dhinese are ade-
quately feeding themselves, that the incidence of in-

.\
fectious disease has dropped dramatically, that drug
addiction and venereal disease have been eisentially
elminated, that the streets are immaculately clean and
beggars, nowhere to be seen, that the people look
healthy and, above all, seal to live and ark with a
sense of purpose, that, in short, the Chinestlrare "solv-
ing the problems facing the massee. But although this
image of the New China is now'generally accepted, tli'r
techniques which the Chinese have used to bring about
these startling changes are not as clearly understood.
This lack of understanding' is in part due to the vas1._
cultural differences between China past and present, on
the one hand, *Id Western history, culttire and de-
velopment, on the other. But our lack of clear percep-
tion 'of the techniques the Chinese have employed since

I 1949, and indeed, employed in microcosm in the areas
controlled by the People's Liberation Army some forty
years ago, is also due, If believe, to our reluctance to see
and to understand. For the Chinese experience may
well have implications for other societiesimplications
which we prefer not to recognize.

*Portions of this paper have been drawn frorn Serve the
People: Observations on Medicine in the Peoples Republic
.of-rtitbr-VictOrritUth-SiddrjBost-on:- --Beacon
Press, 1974) and Families of Fengsheng: Urban Life in
China, by Ruth Sidel, (Baltimore. Md., Periguin Books,
1974).

, 44, In this paper I would like to Jocus on these tech-
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niques; on decentralization, on deprofessionalization,
on self-reliance and mutual aid, on massive effort to
educate the entire population about health, on mass
participation hi healthocare, and on extensive use of
indigenous non-professionalt 49 do preventive work
and provide primary care. I will also explore the effect
that adherence to 'these basic principles has had in
opening participation in the health field to 'people of
all classes and parficularly to women. It is only through
an understanding of the tlasic principles of the Chinese

'Revolution that we can gain soRe understanding of
the new roles for women in heaRlt care delivery in
that society. But first a brief look at the "bitter past".

"The Ritter Past"
The Chinese never speak simply of the past but

ways of the "bitter past", a time when the country was
plagued with almost every known form of infectious
and nutritional disease, including cholera, leprosy,
tuberculosis, typhoid fevor, plague, beriberi and scurvy;

'when venereal disease and drug addiction were wide-
spread; a time when, according to one observer, China
Suffered four million "unnecessary" deaths each year.

To -have some conception of the problems which
faced the new Chinese government when they took
power in 1949, commonly referred to as the Liberation,
one must first have a glimpse of the conditions under ,

which people lived twenty-five short years ago. Accord-
ing to Theodore H. White and Annalee Jacoby, re-
porters in China during World War II:

The cities reeked of opium; cholera, dysentery,
syphilis, and trachoma rotted the health of the
people . . . sewage and garbage were emptied into
the same stream from which drinking water was
taken . . . Dust coated the city. (Chungking) al-
most as thickly as mud during .the wintertime.
Moisture remained in the air, perspiration dripped,
and prickly heat ravaged the skin. Every errand
became an expedition, each expedition an ordeal.
Swarms of bugs emerged; small green' ones swam
on drinkng water, and spiders four inches across
rawled 9n the walls. The famousChungking mos-
quitoes came, and Americans claimed the mosqui-



toes worked in threes; two lifted the mosquito? net, .
while the third, zoomed in for the kill. Meat
spoiled; there was never enough water for wash-
ing; dysentery spread and could not. be evided.2

,- -- ,
Rewi Alley, a New Zealander who has lived for

many years in China, describes child Inborers in a
light-bulb factory:

There are nine factories in the immediate vicinity
of this one, each packed to capacity with child
workers amongst whom skin disease, -sudh as
.scabies and great festering legs due primarily to
bed bug bites, are very common. I was especially
struck by the bad condition of two little boys
whose, beri-lAri sWollen legs were covered with
running sores, and whose tired little bodies
slumped wearily against the bench after they have

104 moved to answer my questions.°

In addition to the cruel. qrty under which the
Chinese people lived, which cre ed some and exacer-
bated most of their health problems, there exiited a
wo'efully inadequate number...of medical personnel and
hospital facilities. The history of medical manpower in
China before Li ation is a dual ond. On the one
hand, it is the histo of traditional Chinese medical
practitioners who by-legend wertpituticing herb medi-
cine some thirty cepturies beforel.thCbeginning orthe
Christian era; on the other hand, it is a history of the
introduction from abroad of what the Chinese call
"doctors of Western medicine," followed by the train-
ing of suclt doctors in China.

The prattitioners of traditional Chinese medicine
varied greatly in their training and skills, and the ab-
sence-of any well-defined national qualifications for
those doctors prior to pberation makes it very diffi-
cult to estimate their number. When qualifications for
doctors of Chinese medicine were, formally defined by
the government in 1955, the total`number for the entire
nation was given as 486,700.4 It is, therefore, not

i
unreasonabl% estimate the number of traditional'
doctors in 1949 at about 500,000, or about one for
every 1,100 of -the estimated 540 million population
at that time.

Although the definition of a doctor of Western
medicine is considerably simpler,. estimates of their
number are almost -a-s:' varied as those of traditional
doctors.° 1 An educated guess places their number at

.
no more than 20,000, legaing to a Western &pot-
population ratio in 1949 of no more than 1:25,000.
Furthermore, most of the doctors trained in Western
medicine who &id ex.,t practiced in the cities of the
east coast, leaving almost no Western-type doctors in
the rest of China.

Among these Western-trained person el were
women, who played a role in medical caçé in China
long before other fields were open to th m. In the
1890's a small group of women studied to become
physicians in the United States under missionary
auspices. DiiPite a social climate that surely was not
conducive to their acceptance in a profession such as

medicine,,the women doctors were remarkably success-'
fulin part, no doubt, due to the reluctance of Chinese

_

women to be treated by male phYsicians.° From 1934
until 1946 there was a steady increase of lAmen in
health work and by 1946 the health field, in which
27.8 percent of the students were women; was the third
most ,popular profession for women; it is unclear,
however, from avagal3le statis *cs what percentage of
women were physlfians and w t percentage were other
types of medical workers.° In 1 958, women constituted
40.2 percent of the stUdent body in the fields of medi-
cine and pharmacy, while in literature, art, and educg.-
tion they cunstituted only 22.2 percent. 10 Women also
functioned as midwives, particularly in the'rural areas;
in 1952 it was reportEd that in 1950 alone 46,371
old-style midwives were re-educhted".11.

'Hospital facilities in which medical manpower might -
practice were similarly limited. The range of estimates
of the number of hospital beds in j949 is wide; a
recent one given by Chinese physiians visiting Canada
in 1971 was 90,000,42 or one _bed for every 5000
people. In short, the only medical care available,to the
vast bulk of China's population who lived in the rural,
areas and to:-most of those *ho lived in the cities was
provided by traditional practitioners and herbalists,
many of them:Inadequately trained even-in traditional
Chinese medicine. Even.,where Western-type facilities
existed, superstition and ignorance often kept people
from using them. preventive medicine was almost non-
existent," and the cycle of poverty, disease, and ,slisr
ability seemed to many to be endless and immutable.

Development of Health Services Aftei 1949
When the Communists took power in 1949, one of -

their first priorities was the provision of more adequate
medical care. At a National Health Congress in Peking
in the early 1950's four principles were adopted, whieh
remain the foundation on which medical policy is

ldetermined:

1. Medicine must serve the workers, peasants, and
soldiers.

2.' Preventis4 medicine must be given priority over
curatiye medicine.

3. Practitioners of Chinese traditional medicine
must be united with practitioners ofA Western
medicine.

4. Health work must be integrated with mass
movemeffis.

This last principle is of great importance*because
the Chinese leaders recognized that .the great mass of
the Chinese people had to be educated about health
about sanitation, infectious disease, venereal disease,
principles of public healthfor a revolution in health
Ito take place. They recognized that a dramatic change
in the health care of China's vast population could ncif

be stiperiMposed-from above. And so they setrilsoul=
t_ipolving people in their own health care.
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This firm belief in popular participation and in the
.;fficacy of learning through doing has been a crucial
part of Chinese Communist philosophy since the
l'enen days. As early as 1937 Mao Tse-tung stated in
his essay "On Practice":

If you want knowledge, you must take part in the
practice of changing reality. If you want to.know
the taste of a pear, yl0u must change the pear by
eating it yourself. If you want to know the struc-
ture and properties of the atom, you must make

.physical and chemical experiments to change the
state 'of the atom. If you want to knoW the theory
and methods of revplution, yoU Mat take part in
revolution. All genuine knowledge 'originates in
direct experience."(

Thus, while the mobilization of the:Masses has been
baprirnary technique by wbich the t'hinese have ac-
:ompliihed their feats of engineering7Htbe construe/
ion of,their canals, bridges, large-scale irrigation proj-
;cts, and dikes and the damming of riversit has also
xen the primary mechanism in theiridei of human
tngineering. Han Suyin describes. the pr ss of edu-
:ation of the masses since 1949 as one that has in-
:hided the `..!eradication bf the feudal Mind" and "get-
ing the, masses away from\-the anchored belief that
fatural calamities are .`fixed:by heaven' and that there-
bre nothing can be done ,to remedy one's lot". She
:ontinueS: "To bridge *this gap between scientific mod-
!rn man and feudal' man, the Prey of superstition, and
o do it within the compass of one generation, is a
brmidable task".1:i_One of the prime techniques used
o accomplish his "formidable task" has been the
tctivating of the people. In health' care-this has meant
he broadest involvement of people at every level of
ociety in movements such as the Great Patriotic
iealth Campaign. Another technique has been the
ecruitment from the population they, are to serve of
elected groups of people such as barefoot doctors in
he countrySide, Red Medical Workers ib the cities, and
yorker doctors in the factories.

During the first decade and a half of Communist rule
mPrecedefited changes took place in the health and
tealth-care system of China. Cholera, plagete,
nd most nutritional illnesses quickly disappeared;
1Pium addiction was eliminated, largely through
ommunity-based efforts; venereal disease took some-
vhat longer, but through a combination of social and
nedical techniques was reportedly almost completely
viped out iiirrnost of China by the early 1960s.
firough 'the Great Patriotic Health Mávements, the
leople were mobilized against the "four pests": flies,
nosquitoes, rdticAand bedbugs. As the process was de-
cribed in 1971, "old customs and habits of the people
tere changed," "society was remolded," and "a new
ocial attitu o T 'regarding hygiene as an honor' took
Dot amon ass of our people"."

Health ca onnel were trained-at an astonishing
ate. It is es ed that over 100,000 doctors Were
rained in less an twenty years and large numbers of

0

assistasUloctors, nurses, midwives, pharniacists, and
radioloPind laboratory technicians as well.

But despite these incredible advances that took place
during the first fifteen years of Communist rule, the
Chinese medical establishment was severely criticized
duribg the Cultural Revolution. Mao Tse-tung singled
out the Ministry of Health for criticism in a statement
made on'June 26, 1965. In his statement Mao urged a
shorter period of time for medical educagon, that more
time and effort be devoted toward "the Revention and

b the improved treatment of common diseases," and par-
ticularly castigated the medical establishment for neg-
lecting the -needs of people in the countryside. The
final sentence of the statement, which has dome to be
known as simply the "June 26 Directive", is: "In
medical and health work, put the stress on the rural
areas!"

1

Since,the Cultural Revolution41966-1969) the Chi-
nese government has attem ted to redress the balance
between life in the cities a d life in the rural areas."
In medical care this has me nt increasing the number
of hospitals and hospital beds, sending mobile medical
teams from the cities to the countryside and training
large numbers of "health workers" and barefoot doe:
tors.:

The Barefoot Doctor.
In 1958 the entire,countryside of China was divided

intO communesL---formal, self-contained political units,
with their own internal governments. Communes are
subdivided into-production brigades which in turn ,are
subdivided into production teams. The commune is the
loWest level of fofgal state power in the rural areas
and is responsible for the overall planning, education,
health and social services for its population.

Efforts to train indigenous rural personnel who would
participate in agricultural production and at the same
time deliver eftealth care actually began in the late

---14950's. For example, in 1958, as part of the Great Leap
Forward, physicians, in Shanghai organized themselves
to go to nearby rural areas, where, in cooperation with
the clinics of the people's communes, they trained in
short-term classes and through practice, large numbers
of health workers Who did not divorce themselves from
production. Figuret for June 1960 show that there were
over 3,9,0Q such health workers in the more than 2,500
production brigades of the ten counties. under the
Shangh,ai municipality." ,

During the period 1961-65 there 'was said to have
been a cessition of training and a reduction in the
number of such health workers. A report, now criti-
cized as "revisionist", "counter-reirolutionary", and
"malicious" was issued that condemned the role of the
health workers in the production brigades and sug-.
gested that it would be better if they dropped their
medical work and devoted themselves to agricultural
tasks. The 3,900 health workers in_the_Shanghai cbun-
ties were, therefore, reduced in number to just over 300.
In the months immediately preceding the Cultural
Revolution the training of rural health workers Oas
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'apparently resumed, and by the time Mao Tse-tung
issued his "June 26th Directive" in 1965 the number
of health workers in production brigades of the Shang-
hai countieS had increaSedi.to .niore, than 2,300.

The training of barekl doctors ,hegan" in earnest
following Mao's directive.'Tlie -term "barefoot doctor"
(chijiao yisheng) loos 6uch,in, transla#on; barefoot
doctors are neither b efdot non doctOrs.',The word,
chijiao, barefoot, is use emphasize that the barefoot
doctor is indeed a peasa ther than to descnbe the
lack of footwear.- 'to quote directly from a definition
provided in .English by the Chinese' themselves: "A
'barefoot doctor' is a peasan,riNho his had basic
medical training and gives)reatieent without leaving
productive work. He gete-the /risme because in the
south peasants work barefooted in rice paddies".19

106 The reader should also nor be confused by the transla-
tion of yisheng as "doctor", which it indeed means in
other contexts. Chinese officials 'do not equate the
chijiao yisheng with regularly trained doctors: the
former are counted in statistics as peasants rather than
as health workers. Their patients similarly ire said
to understand the differences. They refer to their bare-
foot doctor not as yisheng or daifzz (which also means
doctor), but as tongzhi (comrade), the common form
of address for everyone in. Chiba, including doctors.

Still using the Shanghai countryside as the example,
by 1968 there were 4,500 barefoot doctors who them-
selves had trained more than 29,000 peasants as
auxiliary "health workers" for the production teams.
In 1971 the 2,724 production brigades in the rural
counties of the Shanghai municipality were served by
7,701 barefoot doctors. Their number had apparently
increased markedly throughout China, for there are
now said to be "over a million" barefoot doctors and
the Chinese are very proud of their work. Unlike the
attitude of Soviet health officials, for example, who are
attempting, to "phase out" workers. suclr as the feld-
sher,2° or at least give them a..more limited, technical,
subordinate role,21 'the Chinese feel that the barefoot
doctor is playing an indispensable role in health care
and is likely to continue to do so for many years to
come.

As in- the -current recruitment- of medical students
in China, barefoot doctor trainees are chosen by those
whom they will serve. Political ideology and a desire
to .11serve the people" are said to be of major impor-
tance in their selection; ..while these are ideological
qualities, the teams and brigades seem to be attempt-
ing to select individuals who genuinelfwanbto care
for others. Barefoot doctors frequently mention the

'honor they feel on being chosen for training by their
fellow production team or brigade members.

Because ideology and the desire to serve rather than
specific skills are prime qualifications in the selection
of the barefoot dbctor, and the Red Macs! Worker
and the worker doctor as well, these las are open
both to men and to women. The lower level of educa-
tion and lower level of skills which were a legacy to
the vast majority ,of Chinese women from pre---,

revolutionary ,China are not the impediments to be; .,
coming health workers that they would he in other-
more highly technical fields. The 1962 report 'of the .

Third Kwangtung Provincial WoMan's Congress de-
scribes the s ial disadvantages of women workers;

In mobilizi en to take part in production,
we must in consideration of the special conditions
of women, adopt various appropriate measurers
.. .Generally speaking, owing to the influence left
over from the-old socrety,--womees-cultural -stan,-----7-
dards were relatively low; they were haunted by
an inferiority complex and seldom had an oppor-
tunity to participate in Social activities.22
The very characteristics which the Chinese seek ,in ,

the recruitment of paramedical personnelcloseness t.ci'.
the other members of the community,, revolutiouary_
fervor, a desire to "serve the people," a quality af
caringare-as likely to be found in women as in men.'
As Joshua Horn has said, the qualities stressed in
barefoot doctors are ones "of selfless service to the
people, of limitless responsibility in work and of per-
severance in the face of difficulties. The intention .was
not merely to impart medical knowledge", Horn con-
tinudirbut to evolye a new kind of socialist-minded
rurallealth worker who would retain the closest links
with the peasants and beAontent to stay permanently
in the countryside." Many ese feel, furthenneine,'
that 'the qualities of caril1 patience often thought
to be desirable characteristics in medical workers are
more likely to be found in women than in men."

The barefoot doctor's role as a production brigade
member, a .peasant who spends most of the time dur-
ing planting and harvesting seasons doing agricultural
work, must be stressed. In stack periods, however, a
considerable part, often more than half of the time, is
spent catching up on the health needs of the produc-
tion brigade, 'particularly in the areas of environmental
control and preventive medicine. The barefoot doctor
is considered by the community as a peasant who per-
forms some medical duties rather than as a health
worker who does some agricultural work. Herein, as
tvell as in length and content of training and in certain
ispects of_ the job description, lies the difference be-
tween the barefoot doctor_ and _the Soyiet rural feld-
sher." 26 The feldsher is clearly thatighl of, aid thiakii
of himself, as a health worker in rural practice. As a
result he feels put upon if he is required to do any
nonmedical work. The view was effectively presented-
in a 1968, story, "Hay is Our Main Concern," in
Krokodil, the Soviet satjrieal journal." In this story,
the feldshers are required to cut grain to feed their own
horses, a task they obviously consider a waste of their
time and medical training, as well asthough it is not
explicitly statedhelow their dignity.

Neither should the barefoot doctors be confused
with the medical assistants of certain countries of Africa
and the South Pacific who, like feldshers, spend es-,
sentially full time in health and medical zs and
are separated in a number of tangible and intangible
ways from the people they serve. Few parallels to



the barefoot doctors exist in other countries; where
-.they do exist they are usually called "auxiliaries".29

Despite the time spent doing medical work, barefoot
'doctors receive-wages on a scale similar to agricultural

.workers. A commune menaber's income depends on
the total income of the commune and the number of
work points he collects. Barefoot doctors generate work
points by doing medical work just as though they had
been doing agricultural work during the same period.

-Like fellow commune workers, barefoot doctors re-
ceive an equal share of the distributed produce of the
commune, and cash from its sale of produce based on
the number of work points they have collected.

As a peasant, the barefoot doctor's income is lower
than that of the doctors working on the commune, who
are not considered to, be peasants. Beginning doctors
now earn a salary on the order of 600 yuan (about"
U.S. $240) a year compared to the 300 yuan or less
earned annually in cash by the peasants, including the
barefoot doctors. Since the cash income of the bare-
foot , doctor and other commune members is supple-
mented by distribution of produce, however, and since
the cost of living in the communes is said to be much
lower than in the urban areas, the differences may be
less marked than they appear.

The training of the barefoot doctor varies from
commune to commune. Formal training ranges from
three or four months periods in successive years, inter-
spersed with on-the-job supervision and-guidance, to a
single three-to-six-month period of traiding followed
by a variable period of on-thedob experience. The
formal training period is usqally taken in a county or
commune hospital and is fairly evenly.divided between
theoretical and pracdcal work. As seems to be true of
most job requirements in present-day China, there ap-
pears to be little emPhasis on particular duration or
type of training, and even less on earning a specific
credential or degree; rather, it is on the skills an indi-
vidual demonstrates in a particulai job situation.

As with the educational pattern of regular doctors,
there is said to be little stress on grades and competi-
tion among the students. Each is expected to help
fellow students who, may be slower at learning the
material or the technicines. In any event, since each
barefoot doctor returns to his own production brigade
to work, there would appear to be little advantage in
koring academic points. The impetus for learning,
tfotot from the students' recognition that they will be
responsible for the health of their fellow workers after
they return to the commune; this, we, were told, pro-
vides-the incentive to learn, rather than examinations
or grades.

On returning to the commune there apparently fol-
lows a period'. of fairly closely supervised work. A
most important pprt Of the training is felt to- be the
barefoot doctorVregular Work with trained doctors
in the commune hospital and health center. The na-
ture of this training varies from 'commune to commune,
ranging froth the barefoot doctor spending one day a
week to as little as one day a month at the center.

As with theit trainingbarefoot doctors' duties yary
from area to area, cOmmune to..commune, and even
brigade to brigade within the same comniune: There .
are, however, many standard activities. In gineral they
have regponsibility for.environmental sanitation, health
educatkm, immtiniiations, first aid, and aspects of per-
sonal primary medical care and post-illness follow-up.

With regard to environmental sanitation the bare-
foot doPtor is responsible, for ple, for the proper
collectiontreatm t;-storage, and-use ofhuman feces
as fertilizer. WhilEthee tasks are usually carried out
by health workers who were trained by a barefoot
doctor, the work is inspected, regularly by the barefoot
doctor. Barefoot doctors are responsible for directing
campaigns against such pests as flies, cockroaches,
fleas,_ or snails,_ and they or the health worked visit
the homes of commune members regularly to sprif---1017
insecticides. Health education efjorts include teaching
hygiene to fellow coMmune members.

The training and responsibilities of Liu Yu-sheng,
the twenty-eight-year-old barefoot doctor of the uble
North Production Team (population 509)
Double Bridge PeoPle's Commune near Peking are
fly, typical. After graduating frod junior middle
sahool Liu worked in the production team as a peasant.
When in 1965 Mao Tse-tung issued his June 26th
Directive to put stress on medical care in the rural
areas, Liu was elected by the members of the team
to be trained as a barefoot doctor. He was trained for
three months in his commune by mobile ,Jeams of
doctors from urban hospitals. Since he began his work,
Comrade Liu has had short leaves of absence for
farther stndy, and recently he went to Peking for three
months to study tradidonat Chinese medicine. kie
focuses on prevention, health education, and the treat-

ment of "common diseases".
Immnnizations are an important respoasibility of

the barefoot doctor, although again they are often done
by-the health workers under supervision. At the health
centpr of the Mai Chai Wu Production Brigade of the
West Lake People's Commitne, near ,Hangchow, Mai
Jen-Chai, one of the brigade's two barefoot doctors,
keeps detailed immunization records for each child in
the 251 families of the brigade; as in the cities, the
iniMunilations are tor diptheria, pertussig; poliomye- _
lids, measles, smallpox, meningococcal meningitis, and
Japanese B encephalitis.

The barefoot doctor is Usually readily available for
medical emergencies since he normally worts in the
fields with his patients and lives among themPComrade
Mai reported that he treats colds, bronchitis, gastro-
intestinal disorders, measles, and minor injuries; more
complicated problems are referred to the commune
ftealth station. The auxiliary htalth worker applies
dressings for minor injuries and gives medication for
headaches, colds, and fever.

Hsiao Hsiu-yun, a twenty-two-year-old barefoot doc=
tor at the Taiping-chiao Production Brigade of the
China-Rumania Friendship PeciPle's Commune south-
west of Peking, was trained in the commune hospital
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for three months beginning in January 1970.1She and
thirteen otlwr barefoot doctors care for the "light
diseases" of the brigade's 2,900 people.* They take
turns staffing the sparsely furnished, three-room bri-,
gade healthttation from 7:30 a.m. to noon, and again
from 2:30 to 7:00 p.m. In addition, one of them is
always -on duty at the health station during- the lunch
break, after seven in the evening, and all night.

These barefoot doctors immunize all the brigade's
chiln from the ages of one to seven; the immuniza-
tion records are kept on cards in the health station and
are filed according to production team. While the bri-
gade midwife delivers the babies, according to Comrade
Hsiao, the barefoot doctors are responsible for edu-
cating 'the brigade women about familjr planning and
providing-them with- contraceptives.- They also plant

108 traditional Chinese medicinal herbs, go to the moun-
tains to collect additional herbs, make up pills, pre-
pare injections and fills and label the vials.

In the communes the brigade midwife, invariably a
woman, receives trai*g similar to that of the bare-
foot doctor and hasAtal status. She provides prenatal
care and health education, and performs uncompli-
cated deliveries. Midwives give special attention to edu-
cation in, and encouragement in the use of, birth con-
trol methods. For example, Kao Nina-shin is the mid-
wife for the Sing Sine Production Brigade of the Horse
Bridge Commune odiside of Shanghai. The brigade
consists of 1,850 people and in 1971 was served by
four barefoot doctors and one midwifes=Comrade Kao
is thirty-three. In 1966 at age twenty-six she received
a three-month midwifery course at the county hospital..
She usually performs two or three deliveries a month
and rettigns to the county hospital one day a month
for further training.

The Red Medici! Worker
Cities are decentralized in much the Same way as are

rural areas. Cities are governed by "evolutionary com-
mittees, which are formal governmental bodies; their
health services are coordinated by the local bureau of
public health. The next lower levels of urban organize-
tion are "districts" which are subdivided into "neigh-'
borhoods", the lowest level of formai governmental
organization in the city. The responsibilities of neigh-
borhood committees include the administration of local
factories, primary schools, kindergartens, a housing
department, a neighborhood hospital or health center
and superVision of the residents' committees. The resi-
dents' committee is a "mass organization" with elected
indigenous leaders rather than a formal governmental
body.

This commune, with a population of 46,000, had trained 450
barefoot doctors. That ratio of approximately 1:100 (or
1:200 in the Taipingchiao brigade)L was the highest we ob-
served in China. The 7,702 barefoot doctors in the ruial areas
of the Shanghai municipality, for exahiple, serve 4.7 million
people, a ratio of about .1:600; the latter ratio ii,..,More con-
sistent with the overall estimate of "1 million ba9bfoot docins
for China's 750-800 million people.

For example, the Fengsheng neighborhood in Pe-
king's West District has a population of 53,000. The
people are grouped into twenty-five residents' commit-
tees each of which encompasses abdut 2000 people.
These committees provide health , and other social
services. The health workers at the residents' committee
leyel are former housewives who have beel trained to
be Red Medical Workers. A large part of the duties
of the Red Medical Worker, under the supervision of
the Department of-Publid-Hpalth-of the neighbdito6d
hospital, relates to sanittiii6i work jape neighborhood.
As part of the Great Pntriotic Health Campaign here
are ongoing campaignsVarticularly in the summer
against flies and mosquitoes; and 'attempts.are made
to prevent the spread of gastrointestinal disease.'The
entire population is mobilized --under- the-supervision
of the Red Medical Workers to keep the npighborhood
clean, with special cleanup days set aside, especially
around..the May 1 and October 1 celebrations. In the
winter and spring the health workers , are concerned
miliply with the prevention of upper respiratory infec-
tions. Some health stations organize- mass meetings
and stndY groups to educate the people about infectious
disease; people are taught to report all infectious dis-
ease to the health station immediately.

The Public Health Department also supervjses the \
Red Medical Workers in providing immunizations
which are usually given in the residents' committee
health station. The Red Medical' Workers will often go
to the homes to bring the children to the health station
for immunization, and, if necessary, may give the
immunization in the home. It is considered the re-
sponsibility of the health workerr as well as that of
the parents to make sure that all thost eligible for
immunization are, in actuality, immunized. Perhaps it
is this mutual feeling of responsibility on the part
of, both the citien and the health estabOshment that'
acdbunts for the incredible immunization rate and
subsequent drop, in infectious disease in China.

The Red .Medical Workers also have as their re-
sponsibility the provision of birth control informatidn.
They give out oral contraceptives directly, often with
no specific medical examination prior to initiation of :
treatment. Intra-uterine contraceptive devices are avail-
able, and insertion is performed by trained personnel in
the neighborhood hospital. Red Medical Workers make
periodic visits to all of .the women of the residents'
committee-area encouraging the use of contraception
and discussing with them the need to lowei China's.
birth rate and the importance of "planned birth" in the
liberation of women. If women are bUrdened by bear-
ing and caring for many children, they say they cannot
be part of society and make their contribution to the
society.

In one neighborhood in Hangchow, fdr example,
health workers trained by Red Medical Workers go
door to door talking with women about the number of
children they plan to have and the birth control meth-
ods they are using. By means of monthly visits td the
home of each woman of "childbearing agp," which is
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defined as the time from marriage to menopauie, the
ited Medical Workers keep careful track of the contra-
iCeptives used. Abortions are free and easily available
.144 are rarely requested by unmarried women; preg-
iiincies among unmarried women are said to be ex-
ceedinglj, rare; out-of-wedlock births are essentially
unheard of. :

The Red Medical Workers also care for patients with
!.'minor illnesses" and provide follow-up" care after a
patient has been treated in a hospital. Tor example,
one day Red Medical Workers were treating patients
with arthritis using a combination of acupuncture and
herb medicine and were also checking blood pressures
in patients with hypertension to determine the approprf.
ate dose of medication. The therapy for these patients
had-becn-started in 'the neighborhood OP district hos-,
Pita! and the continuing dose of medication prescribed?:
there. The Red Medidal. Worker maY herself change
the type& traditional medicine given to a hypertensive
patient, but can varY the dose of, Western medicine
only within certain limits. If the patient's blood Pressure
is found. to be outside the limits set by the hospital, the
patient is sent back to the hospital for treatment and
new instructions.

Red Medical Workers serve the .fifteen hund,red
pe4le who live in the Wu,Ting ResidenW Committee,
located in the western part of the Fengs Neighbor-
hood. The u Ting health station is loca in a single -

rooM off one of ihe courtyards. Its fairly typical 'equip-
ment' includes a bed for examination or treatmeat, a
table with chairs at which consultations may occur end
a cabinet with both Western-type and traditional Chi-
nese medicines. On the wills are a picture of Mao
Tse-tung, r acupuncture chart, and health-education
posters. .

One of Wu Ting's Medical Workers, Yang Hsio-htia,
is thirty-eight-yea -old. After hp- marriage she workedI
briefly as a sales oman until age nineteen, when her
first child was orn. Since *then she has been home
taking care of her children, nal ages nineteen, fifteen,
and eleven. Two,years ago, responding to a call to
"Serve the People", which grew out of tlir,r_CillAtral
Revolution, she volunteered for' one month ofTriining
in the Fenisheng Neighborhood Hospital. During -the
training period she and her fellow housewives learned
history-taking and simple physical examination, tech-
niques, such as blood-pressure deterMination. They

_ __,

were taught the uses of a number of Weitern and herb
medicines and techniques of acupuncture aill of intra-
muscular and subcutaneous injection. Prey tive mea-
sures, such as sanitation, immunization, ankl birth
control techniques, were an important part of the cur-
riculum. But the most important part, according to
Comrade Yang, was that she and her colleagues were
taught that there are no barriers between them and the
acquisition of medical knowledge other than their own
fears. Once these are overcome, in part by sessions in
which the "bitter past" and The feelings of the students
are shared and discussed, the hmisewives feel it is t
indeed passible to become medical personnel. ,

Comrade Yang continues to learn from a doctor
from the neighborhood hospital who visits the residents'
committee health station three times a week, frOm her
own periodic visits to the hospital about a patient or for
insttuction, and from the bi-weekly or monthly meet-
ings of all thaiRed Medical Workers of the neighbor-
hood. -;

Another Red. Medical Worker of Wu Ting is Clang
Cheng-yu, ar-forty-three-year-old mother of two chil-
dren, ages twenty-one and twelve. She has been a
housewife all her married life and never worked out- ,

side the home until she became a health worker. Both
Comrade Yang and Comrade Chang live in the resi-
dents' cOmmittewarea within a few steps of the health
station. The station is staffed by them and 4heir col-
leagues during_the_morning andagainin_the_afternocm.

if a patient dots not feel well during the times when
the health station is closed,, the patient can go directly
to the home of one of the Red Medical Workers, al-
though this evidently happens xather rarely:

The health workers are paid a modest sum for theii
work, about fifteen yuan per month, roughly one-third
the wages of a beginning factory worker. These wages
come in part from the small payments made by patients
visiting the health station and in part from the collec-
tive income from the neighborhood factories.

The Worker Doctor
China's factories have highly organized med4a1

services and are major sites of health care in the urban
areas. Most factories have a central clinic as well as
health stations in individual workshops; often there is
afactory hospital with beds for short-terid stays. The
worker dactor is the analogue in the factories of the
Red- Medical Worker end the barefoot doctor; just
as peasants are chosen by their peers to become bare-
foot iloctors, factory employees are chosen by. their
fellow workers to become worker docuirs. The formal
training seetM in general to be shorter than that of the
barefoot doctor and a little longer than that of the
Red Medical Worker, ,usually taking about a month.
Continuing on-the-job supervision and training is con-
sidered extremely important. The worker doctor has the .
responsibility cif health education, preventive medicine.,

/ and the treatment of minor complaints, which are often
taken care of right in the workshop.

At the Fengsherig Neighborhood Insulation Material
Factory in PekineTung Shih-ping, a young woman
of eighteen h the worker doctor to 190workers.
Comrade Tung attended primary school for six years
and middle schaol for three years, graduating in 1970.
She came to work in ,the factory in July- of the same
year, and shortly thereafter was chosen by the factoir's
revolutionary committee to be trained as a medical
worker. Starting in NoveMber 1970 she was trained at
the People's Hospital for three Months.

Comrade Tung does "mainly preventive work, some
sanitation work, and treats `light diseases'." She takes
blood pressures and temperatures, and has a variety
'of medicines .with which to treat minor illnesses. The
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medicine Cabinet, in the small room that serves as her ?and liberate themSelves. When they actively par-.
medical station is filled with approximately fifty,-.4., est- tiCipate in decisionmaking, when they take an in-..

medicines and forty traditional medicines..1( there $:(- Wrest in state affairs, when they dare to do* new,,
`Is an emergency Comrade Tung will refer the '---ivOrker things, when they become good at presenting facts

g things,out, when they criticize and
riment scientificallY, having discarded

uperstitions, when they are arouiedr
ialist initiative latent in the masses
ut with Yolcanic force.30

4,/ . and reason'to the Fengsheng Neighborhood Hospital; if the-patient
test and efails to improve' he will be referred to the disttict-level

'People's Hospital. Patients with certain illnessei cicti be then the sreferred directly tcy. a "specialty hospital.' will bComrade Tung also does family planninpi*ork 4 ,
among the women wOrkers in the factoryAe essed,/ The Chinese empasis on decentralization and on
that birth cOntrol is a matter of free choice,l) t tha
she tries to educate the women about family, Aannin
If a woman has one girl arid' one boy, she en urages health sources fori their own people. This belief in
the woman to use the pill, Which she piovideti:or ?ave J decentralization cOnibined with the reliance on Man
an intra-uterine device inserted in people's iloSpleal. participation anfFdeprofessionalization has led to an

Elowexer, if the_woman _has two-iirls, she usually _ involvement in health of every segment of the societY"-
1-10 wants .another child to try fin ti boy."

self-reliance has meant that communes and urban
neighborhoods' must .-4take responsibility for planning

the peasant, the worker, the."housewife", the formerly
The Peking Printing and pyeitig a much'? educated and urisRlled, as well as the highly educate&

larger factory.: Forty-four meaical workers-- professional.
Western-traitiell" doctors, four assistant doctors, Women have,hfecome a significant force-in the prov1-
pharmacist, nine nurses, and twenty-eight worker &ell sion of medical care in China. It is said that half of the
torsare available to care for 2,000 workers and tierip barefoot doctors are women; all of the midwives, nurses .

families. ThOwo doctcisi attended regular medical and Red Medical Workers are women. Women-40m---i;
colleges, anctIhe four assistant doctors attended middle prise 30-45'percent of all physicians and 50 percent of
medical colleges. The salary for fully-trained doctors all medical students. Conditions in China are favor-
ranges from 46 yuan a month for a beginning dottor to able to the involvement of wOh.--2ii in health work.
170 yuan a month for the most experienced. The as- While Most Chinese women marry and bear children,
sistant doctor's safaries begin at 32 yuan a month, as supports exist within the family and within society to
do the nurses' salaries, and rise to 80 yuan a incinth. enable them to work outside of the home. Most fami-

'The worker doctors, on the other hand, are, paid lies in China are three-generational with grandmothers
at the same rate as regulartworkers on a scale ranging available to help with housework and child care. Urban
from 34 yuan a month for the beginner to 240 yuan women, and to some

,

extent rural women as well, are
for the most experienced. The twenty-eight worker entitled to extensive prenatal aid post-partum care and

- ;doctors 'were trained for three months, full-time, in a to paid maternity leave. A- wi pread system of pre-
People's Liberation Army hospital in 1969 and have -school care exists, particularly #p the cities, and after-
since had training in eattiMose, throat, and eye diseases, school activities for primary school children are
and in#traditional Chineie'inedicine in specialty hospi- *equently provided by the neighborhoods. But what

-itals. They were chosen by their fellow workers and is probably most valuable in enabling a mother to
received full pay during their training period. participate ,,in health care is the belief in multiple 9r ,

shared mothering, the belief that . a warm parent-Summary substitute can provide the necessary nurturing for the
A major effort has been made in, China particularly healthy development of the child. Fathers are encour-

since the onset of the Cultural Revolution to provide aged to 'participate in 'this Mirturing process -as well
increased services to those who formerly had leastthe ancl ...are slowly , becoming _more...involved. -... . - -

th
--vait mil population and the urban poor. The develop- From e- earliest days. of the Chinese Revilution

*nient of new types of health workersthe barefoot doc- the Chinese have recognized -.that involving omentor, the Red Medical' Worker and the worker chictor 'actively in society was a complex problem. They recog-.0,. is at least a partial iolution to the problem of bringing nized that woMen, by viitue of their particular "bitter
medical care to China's people. - ") past" and their biological role as Mothers, needed

Another important goal has been the involvement of special cfrcumstances and encouragement in order to
large numbers of people in health care both in orcjer move out of their 'private courtyards into the larger
to make dramatic, immediate improvements in the society. The Chinese practice of decentralizing and
health of all of the people and tcycharige people's views deprofessionalizing health care in the communes, the
about the nature of the universe and the role ,they'can urban neighborhoods and the facto* enables those
play in altering their environment. John G. Gurley, an who live and work there to particfate in delivering
economist, has described China's current viewA,tmass medical care while remaining close to their homes and
participation": families.

To gain knowledge, people must be awakened - ,Thus, women are indeed participating- in solving tie
from their half slumber, encouraged to mobilize "practical problems in the masses' everyday life". and,
themsejkis and to take conscious action to elevate in doing so, are liberating themselves. Far it is the
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Chinese view that the liberation bf womeni cinnot be
.viewed separately from the liberation of all of the
people. As Soong Ching-ling has stated: "The Women's
Liberation Movement will be ended when and, only.
when . . . the process of the social transformation of .
society as a whole is completed".3'
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U.S. and

Ms. Sidel's paper helps us to understand something
about the role women workers have in the U.S.
,health system. The two systems are very different, the
one reflecting the communist philosophy of serving
the masses, the other reflecting the capitalist philosophy
of Monopoly control and profitmaking. Nevertheless,
.both systems depend to a large extent on women work-
ers, and both have had in the past and still have
an attitude toward wornen as primarili4childbearers
and husband-servers, and as inferior human beings.
Why then the new roles for women health workers in
China?

We first have to speak of women in general in
China. The liberation of women from oppression within
the family was and is a key point in the Chinese revo-
lution. Thus, the Chineo leaders have made a point of
creating.flew roles for women in the labor force in
general and in the health care system in particular. In
China 'vVe find both men and women working in the

7 same ocCupations and at all levels of the health system,
whereas in the U.S. wornen are channelled into nursing
and allied health professions, with medicine and hospi-
tal administration reserved for men. The different atti-
tude tdward u,omen can be seen in the support for
maternal and infant care, which China has made a high
priority. A philosophy Of serving the masses requires
serving women, who are halt the masses, and children,
who are the future masses. In the U.S., in contrast, the
health system pays little attention to such low-prestige
people. Women patients are often considered to be
hysterics or hypochondriacs, and the lack of concern for
women as*childbearers has resulted in maternal and
infant death rates that are an internationally known
disgrace. Sixteep industrialized countries have lower
maternal and infant death rates than the United States.
Thus we can see that government policies toward sex-
ism affect women Voth as patients and as workers.

I am not advocating China as a feminist paradise.
They have come a long way, but they still have a long
way to go, as they theinselves understand. At least
They are on the road.

Ms. Sidel's paper is called new roles for women in
- health care delivery and it, is on .roles that I want to
concentrate. 13# role I rnean what they do every day,

who they do it with, who they do it for, what is their 113
position in relation to other people. It is important to
keep in mind that we are talking about relatively low
level workers and about women. What they do is not
what the U.S. medical system lets its lower level
workers do, or what the U.S. system lets mere women
do(

In China, hundreds of thousands of women have;....
direct, independent, decisionmaking responsibility for
public health, patient care and community action. Of
the millions of American women working in the health
service industry, how many have a position like that?

I think it is useful to look at the Chinese worker's
'relations to her patients and her superiors. The bare-
foot doctor, Red Medical Worker, midwife, and
worker-doctor are doing actual patient care--7diagnos-
ing, prwcribing, delivering babies, giving immuniza-
tions, d!ciding who needs what, making decisions for
the good of the community; all independent of the
control of a physician. Her contact with clinics and;
hospitals and doctors is limited to a few days nth
plus consultations. The local health clinic is. .of
the community. The health w2rker spends most: of, her
time in the company of peotle who 'are not health
workers. She works in the community, with the com-
munity, for the community.

What a contrast to our own system, in which most
workers, including most women workers, work inside
hospitals under strict bureaucratic control. Although
the women may do most of the work, the_doctors and "
hospital administrators have control over the work,
make the decisions, tell other workers what to do. The
role of most women in the American medical system,
even women in supervisory capacities, is to work for
the bureaucracy, for the 'doctors and the hospitals.
Most workers' primary task is to servo the needs of the
doctors and hospitals, and only secondarily to serve
the needs of the patients. The bureaucratic sUperiors
not only control the subordinate workers but also con-,
trol the interaction of the patients with thi workers.
Although most women in health service athemselves
as helping patients, and went into health work for that
purpose, the actual decisfôns they can make and the
actions they can take are controlled from above. They

130



are taught inotraining programs ind on the job that
they should not take independent action, they should
not mice edecisions, they should norichallenge their
superVis. In sltort, ihey ,should know their place. In
China she is toted to learn as much as she can and
do as much as she, can, for her constituency and for her
patients, not for tier superiors.
_Whether the AJ.S. hospital Worker will keep her

job, or will/be glyen one of the few promotions avail-
ahle within her occupation,, depends on how satisfied
her superiors are 410th her service. In China her future

, depends on how.well she serves her patients, and her
patients decide throtigh the community) elections. This
difference is not merely because the United States
medical establishment thinks women are not capable
-of making decisionsAO a fee for sertice industry,--wher

_114 the money is madelrom treating patients, it is impor-
tant for the doctors and hospitals to keep control
over the patients in order to get the money. Lower
level workers are not seen as resources to improve the

nation's health,ibut as cheap labor to improve profits
and- income. One reason you find women concentrated
in highly skilled but very poorly paid health positions
is that the men at the top see women as cheap labor,
s docile labor which will stay in its place.

Since physicians have risen to their. prosperity and
eminence by adopting the model of monopoly control
and keeping other people off their income-producing
territory, other occupational groups hav.e followed the
model. At each level of the occupational hierarchy,..the
licensure and professional certification system limit the
training of still lower level workers mid forbid them to
use their skills. The regulations have the effect of sup-
pressing competition and creating barriers to upward
mobility, and of keeping the subordinates' wages down
while the higher level, occupation tries to expand its
territory and 7rfise its income. New occupations are
created to ntaintain the Status quo. When nurse-
practitioners began moving to,fili the gaps in service left

. by physicians, the medical profession developed the
occupation of! physician assistanr to keep nurses in
their place.

The division of laborers is bad for peoples health. I
haye already referred to ihe U.S. maternal and infant
death rates. Few doctors,`44and fewer obstetricians, are
interested in providing prenatal and obstetrical care
to inner-city or rural woncen: who cannot afford high
priced deliveries. Nevertheliss, organized medicine caM-
paigned to destroy traditional midwifery several decades
ago, and has worked to' Itattthe spread of nurse-
midwifery service which can provide the desperately
needed care. Nurse-midwives are competition, and
organized- medicine prefers a monopoly. Meanwhile,
mothers and babies are dying. ,

The abolition of the profit motive is not the only
reason the Chinese system works better.Some countrieS
with socialized medicine show hierarchical competition
siniilar to the U.S. Rather, the difference is whether
the work is controlled from above or controlled froM
below. Control from above means that the superiors

keep their, jobs and/or their incomes by keeping both
patients and workers dependent on them and getting
the subordinate workers to do the dull routine work.
Only when the community has a measure of control
which it has in China since the barefoot doctors and
medical workers get paid by their communitiesthen
the emphasis will be on gettirig the job done by what-
ever means necessary, by whoer can do it, and to
hell with the hieiarchy.

. What else do Chinese health, worker's do? She is
supposed to mobilize the community4 to take care of
itself and to protect itself against diseases. Part of
her job is to stitup troubl-kkto lead public campaigns,
create community otarage,` mobilize against health
hazards, lead reform movements. In this Country we

ealso have campaigns--against-health hazardssuch as
lead paint poisoning, black lung disease, automobile
injury, industrial pollution. The people who lead such
campaigns are called-troublemakers. Women who lead
such campaigns are called worse than that.

Another part of the Chinese health worker's role
is to educate the community, so that people know what
to do and`why, how_to_t4e care of themselves, add be
independent of the health system. In the U.S., ignor-
ance keeps people dependent on medical treatment.
Since public health is not public information, more
people get sick than need to. Since they are not taught
how to treat themselves they have to go to doctors,
even for minor matters that, a lower level health
worker could take care of. Going to the doctor will
not do us any goodabout one-fourth bf
all illnesse in this country are iatrogenic, that is,
caused by medical treatment. (No wonder malpractice
insurance is so expensive!)

The medical establishment seems to take the attitude
that only they have the right to know and what we
don't know won't hurt us. Wh6at we don't know will
hurt us. Despite all that medical science knows about'
gynecology and obstetrics, feminists had to publish Our
Bodies, Our Selves io order to get .knowledge about
women to women, who are most certainly the people
with the right to know. Phaicians, researchers and gov-
ernment agencies told us9ittle about the dangers of
birth control pills. Feminists, had to investigate on their
own and tell us.

All this treatment and mistreatment is very costly
to usit is costly in terms of our health, and costly
in terms of our pocketbooks, whether we are paying
for it individually,--oraspart of a group insurance
plan, or out of our tax dollars. The money to support
the medical system comes from the patient and the
public, whatever route it takes to get there.

In China, by contrast, the medical worker's job is
to keep people away from doctors. The medical worker
is urged to learn as much as she can, do as much as
she can, and teach people to do as much for themselves
as they can.

Now I want to consider some of the things women
health workers can do about the U.S. medical system.
Since I have said that the health system derives from the
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political philosophy ,ef the greajiir society, the logical
conclusion is that We need a revolution like China's.

, tIowever, I think it is fair to say that you do not have
'lb be Chinese to favor good health care for the popula-

tion. And if you wait foil a revolution you will never
,get anything accomplisheci. There are elements in the
American establishment that would support reforms;
there are many organized efforts in the community to

,bring about change: Women health workers can and
should join in the efforts.

Women health workers must challenge the current
subordination of women workers in health. WoWen are
not cheap, docile labor to °do other people's dirty
work. Rather, women have skills apd the right to use
them. Women have a right tO as 'much education and

_power_ as is needed to do the job, and the_job is good
health care for everyone. Nurses, allied health profes-
sionals_and community health workers should press for
more responsibility for diagnosing, prescribing and
treating patients independent Of physicians. i am not
suggesting just more Occupational competition, but
rather that women join together, across occupation%
in an effort to change licensure laws and professional%
certification in order to allow a larger number of "the
already available trained workers to give needed health
services. Through unions and professional societies
women workers have to press for mere decisionmaking,
better wagei, and improved working conditions from
hospitals.

Women health workers have to prbtect the rights of

I
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women as patients. It ii hard as an individual to protect
a patient from a doctor, since you may lose your
job that way. But you can help organized women in the
community fight bad medical practice by giving them
information about particular doctors or hospitals Which
they cannot learn from 'the outside. Or yoU may join .
a collective effort of calling for health law reforms or
changes in hospital policies.

As citizens as welLas workers, women must loin
efforts to reform the structure:of the system, .putting
more resources and attention into preventive health,
public education, and campaigns against bad health
conditions. Feminists in the chmmunity need the help
of women in the health systeln. -Particularly in the cur=
rent depression we canna 'affOrd' to let people g5
sick_for lack of concern_and then pay_outrageous prices
to doctors, hospitals and health inaurance companies 1i5,
to cure them. Anofter step wouldhe the decentraliza-
tion of health care into free-standing community clinics
and independent public health stations with responsi-
bility for maintaining general health.'

Health ,should belongthe peoPle and not to the
doctors and bureaucratit Vertiinists and other commu-
nity activists are wOrking in a variety of ways to
liberate people from ihe Medical system. We must all
join together to accoMplish otir goals.

The Chinese say that women hold up half the sky.
Let it never be said that the sky fell because we did
not do our part of the job.
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4111ew Roles for Women in Health Care
Delivery A U.S. Response to Conditions
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The Women's Health lipvement:
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For Women in Health Care Delivery_
Helen I. Marieskind, M.P.H.

Assistan( Professor -of-Health Sciences-
State University of New York
College of Old Westbury
Old Westbury, NeW Ywk

Just as China has improved her health status and
services by utilizing the resources of her people for
solution's, so too are thousands of women in the U.S.A.
today pooling our resources in a similar process to ob-
tain quality health care for ourselves.

We have joined together in a co-operative endeavor
identified as the Women's Health Movement.'

Originating from abortion law reform groups and
consciousness-raising sessions formed through the
Women's Liberation Movement, the Women's Health
Movement strives to achieve its fdal of quality health
care for women by conducting health education pro-

; grams, bY ormizing to change institutional practices
and by providing alternate health services for women.2

16 I intend to focus on these alternate senices in this
Taper because they provide the clearest example of the
ideology, thee practice, and the political nature of the
Women's Health Movement, as well as demonstrating
a viable alternative to the current deliverY patterns of
women's health care in the U.S.A.

In her paper Ruth Sidel quotes from the Third
Kwantung Provincial Women's Coegress and cites
their recognition of the importance of combatting the
infehority complex which haunted women into the new
society.2 In the Women's Health Movement we too
are acutely aware of the need to erase this sense of
inferiority as a prerequisite to providing quality health

_cale.,for,women. In America we are taught as women
,that we are basically untrustworthy, that we are not
clever, good for only household chores. We are
taught to be passive and subservient, then criticized
for not being ambitious and responsible. We aredenied
education and access to careers on the grounds that
our biology renders us incompetent, and .above all
we haie flawlessly moulded ideal images held up to
us as "perfect" women.4 This caricature of womanhood
appears never to wrinkle, never to blemish, never to
miss a PTA meeting, nor to menstruate, nor to ex-
perience pain in labornor to have any health prof);
lems at all. Measuring against this model, normal
women find themselves miserably wanting; a sense of
inferiority is established.

The medical 'profession and obstetrics and gyne-
cology in particular, has been responsible for con-

tributing to this sense of inferiority. In 1905 F. W. 117
Van Dyke, President of the Oregon State Medical
Society; claimed that: "hard study killed sexual desire
in women, took away their beauty, brought on hysteria,
neurasthenia, dyspepsia, astigmatism and dy§nienor-
rhea". Educated women, he added, cotild not bear
children with ease because study arrestedlhe develop-
ment of the pelvis at the same time if inCreased the
size of the child's brain, and, therefore, fts head. The
result was extensive suffering in childbirth by educated
women".5

Lest you think we have progressed since 1905,
William J: Robinson warned in 1931 in hit 22nd edi-
tion of Women: Her Sex and Love Life: "that onl31 a
minority of womelifiwere] free from illness during their
menstrual periods, and that most should rest at least
two days, avoid dancing, cycling, riding, rowing; or, any
other athletic exercises, and pr,04bl9.pOstpone ttavel
by auto, train, or carriage".5

And it was in 1970 that Nowt's textbook of Gyne-
cology ,9despite Johnson and Masters) assured us and

'N.Qture generations of obstetrician-gynecologists that:
"The frequency of intercourse depends entirely upon,
the male sex drive. . . . The bride should be advised
to allow her husband's sex drive to set their pate and
she should attempt to gear her satisfaction to his. If
she ffnds after several months or years that this is not
possible, she is advised to consult her physician as soon
as she realizes there is a real wobIem".7

Menopausethe very nellinal function of all'women
11111/as declared by Dr. Francis P. Rhoades, President of

the American 'Geriatric Society in 1973 ,to be: "a
chronic and incapacitating deficiency disease that leaves
women with flabby breasts, wrinkled skin, fragile,bones
mid a Joss of abflity to have or enjoy sex".5

These crippling examples of medical mythology are
actively counteryted by the self-help groups which
underlie the Women's Health Movement. Conceptual-
ized in 1971 by Caiol Downer of The Feminist
Women's Hea th Center of Los Angeles, a self-help
group is mp 'Sed of about eight women from diverse
backgrounds ho meet on a regular basM and share
their medic 1 and health experiences, including learn-
ing breast and..,,..;aginal self-examinition.5 In this sup-
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portive envirOlent women free themselves of the
medical and social standards which have declared
them to be abnormal, sick, and incapable of making
informed judgments. The increased confidence gained
from these shared experiences enables women to de-

'velop their own identities and values. Women become
sharply critical of a system which continues to keep
them passive and subservient.

From these initial self-help groups, many women
have organized health services where their insights and
knowledge gained from their group experiences can
be put into mdical practice. There are approximately
fifty women's health clinics in the United States and
oler. 1,100 women's health groups providing diverse
services.'0

These clinics have been forrhed because of the lack
118 of preventive care provided/1v professional medicine,

by the lack of primary care including obtaining such
simple necessities as pap smears and reast checks,
and to provide an alternative to the all4çofrequently
degrading and humiliating experience f the male
doctor-female patient encounter.

A typical women's clinic offers routine gynecologic
carepap tests, breast examinations, treatment and .
education to prevent minor vaginal infectionscontra-
ceptive services, abortion care, and maintains a re-
ferral service for more complex needs. A few clinics
offer basic prirtiTy care. Self-help groups are part of
a clinic's outreach program and may be organized
around such topics as breast cancer, hystegctomy,
menopause, childbirth or for young womenPuberty.

In breast cancer groOs for example, women learn
the alternative operative'procedures available to them,
the importance of breast self-examination is stressed,
and much needed support is offered to the woman who
is a breast cancer patient."

Clinics are generally staffed by lay women fiealth
workers who function to provide all the routine serv-
ices, and a physician who performs the medical respon-
sibilities defined by law. Many clinics seek to include
nurse-practitioners on their staff and to encourage
their clients to utilize midwives, recognizing the, su-
perior infant and maternal mortality records enjoyed
by countries in which midwifery is widely accepted."

-recognizing the -impOrtaffee of 'pfeventive care,-
the Women's Health Movement has begun to consider
the appropriateness of the specialty of obstetrics and
gynecology itself as the,optimal medium through which
women can obtain their health care."

In, evaluating the field we must realize that it is
not merely the socialization, Itraining, practices, and
content of obstetrics and gynecology which oppress
women, but that by structuring such a reproductively
specialty, the medical system reinforces the wider so-
cial ideology Which views women as sex objects and
reproductive organs. The medical model reinforces
women's socialization that their identity lies in their

'4 reproductive potential and it is through this potential,
essentially through their reproductive organs, that
women enter the health care system. This is true also

in the public sector where women as repiodudive or-
ans. receive care through a maternal and child health

ssification.
I allow there have/been some advantages to being

reproductive organs in the eyes of the medical profes-
sion and to those funding public health programs. Mil-
lions of women have received prenatal and contra-
ceptive care and thereby an entree, however temporary,
into the medical care aYstem. Considering the socio-
economic and political status of most of the world's
women, even such t fleeting glimpse at medicine would
have been denied th'em had they Jiot had a uterus and
a vagina.

But let's consider what that entree has meant and
whether those advantages outweight titre disadvantages.
Women experience the frustration and tndignity through s,
maternal and child health projects of receiving frag-
mented obstetrical care .for about ten to eighteen4

Imonths at best, then are dropped from the sysiern be-
cause they, return to being womep, not re. ucvs."

Women find that public monies are reach available
tor contraception, but once enticed into the health
system they find that any other health need iS not part
of the government grant." As our Third Woild sisters
have bitterly discovered, sterilization seems to be the
most "accessible" form 'of contraception offered."
Women may enter- the system for cervical cancer
screening only to find that breasts examinations are not
included or at best art availatile in three rnonths."..'-

In the private sectOr we seek gynecologists for
health needs because we have been socialized to thit&s:
of them as our primary provitt,e7rs; indeed the American
Association of Obstetricians and Gynecologists re-
ported in 1974 that eighty-six per cent of women in.
their study saw no physician other thany a ob-gyn on
a regular periodic basis." This they clairn, as does the
A.M.A., means that obstetrician-gynecologists should
be formally recognized as women's primary providers.
Yet as women consumers, we know that we do not
receive primary care from gyneeplogists: on the con-
trary we find a physical is a.pelvic examination and
possibly a breast check. What of eyes, ears, lungs,
hearts, etc? 20

We are not dying from the maternal health condi-
. 'thins which used- tO kill ui and 'WhiCh were More

appropriately treated in an obstetric-gynecologic classi-.
fication. We are dyins from old age, from strokes, from
chronic diseasei and from cancer, but even here lung
cancer has already Teplaced uterine cancer as the third
leading cause of cancer death in women.2' Fewer and
fewer of us are having habt.'es 22 and we are widely
using systemic contracePtives rather than localized

-techniques."
The endocrinological effects of contraceptives are

of grave concern to feminists,24 and even more so
when we find in a 1972 study published by Dr. Michael
Newton of the American College of Obstetricians and
Gynecologists, that the majority of newly graduated
gynecologists themselves rated their training in endocri-
nology as "poor" arid their Preparation in cancer re-.,
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search as ranging from "sitisfactoty" to "poor".,Half
of those surveyed rated their .training in basic science
courses as "lacking", but the majority called thAr
schooling_ and their hospitalY services in surgery as
"excellent"." Perhaps right here lies one major expla-
nation' for the excessive rate of pelvic and breast sur-
gery in the U.S.A. 28 27 28 22it is the only thing the

' gynecol7gist is well-trained tb do.
,_Under_present_training. Programs then it is farcical
to define the gynecologist and his specialty as primary
care despite the frequency withlwhich he is used by the
majority of the female population in this country. Re-
cent Congressional legislation excludes 'the gynecolo-
gist &Om this definition 80 despite the August, 1974
decision by the Department of Health, Education, and'
Welfare to recognize ob-gyn as a primary care discV
;Ale." The A.M.A. supports primary care status for
the specialty but writes that the decision of the Amen-

a., asic
canroard of Obstetrics and GynecOlogy to reinstitute

"foundation year" before the three years of
'formal training "indicates that the specialty has recog-
nized' that the obstetrician; and gynecologist must be
further trained as a primary physician to diagnose,
treat, or refer the many patients with diseases not tra-
ditionally in the purview of obstetrics and gynecol-
ogy." 32 I contend that a basic "foundation year" is
inadequate to turn an ob-gyn into a primary care
physician. I suggest that we disband the SDecialty Of
obstetrics and gynecology, that the care of women
be returned to midwives and to internists trained in
primary care, and that we reserve for extreme neces-
sities, surgeons with gynecologic experience. In this
we would recognize the true origins and functions of
the obstetrician-gynecologist.83

Clearly to utilize primary care internists for women's
basic health needs would present immediate personnel
problems. We might advantageously copy the Soviet
model of an Akusherka, an obstetric health worker,
who in conjunction with primary care physicians and
gynecologic nurses provides routine preventive health
care for women in polyclinics in the U.S.S.R.34 Such
a health care delivery paradigm avoids fragmenting
the individual woman and contains the advantages of

!_providing total health care to complete persons, not
gynecologic care for reproductive orgahs. Yet the
practitioner is relieved of the simple tasks whichp can

. be capably handled hy others and most probably more
effectively handled by them in terms of teaching pre-
ventive health practices.

Providing alternatives to the traditional doctor-
patient model is not in itself a new concept in the
U.S.A., nor even in gynecology. In his inaugural ad-
dress upon installation as President of the American
College of Obstetricians and Gynecologists in 1970,
J. Robert Willson said that: "in large measure physi-
cians' training is wasted upon the performance of
routine health-care functions". These functions should
be given, he said, "to non-physician associates, who,
with a lower level of training, could perform them
very well, thus freeirethe fully educated and trained

physician for 'more serious problems, which require
the exercise.of true medical judgement and skills." "

Similarly Drs. John Marshall and Donald Ostergard
of Los Angeles County's Harbor General Hoipital
41ave developed a gynecologic health worker known
as a women's health care specialist. Women with non-
medical backgrounds are _given a sixmonth1. training
period by physicians and then perform routine gyne-
cologic tasks under physician guidance within clinic
settings. They neat minor infections, detect aud- refer
major illnesses, and in many cases insert intra-uterlge
devices.86 4

Midwives too must be seen as yetmost regrettably
in my opiniones an alternate service. Generally lo-
cated in large coUnty or municipal hospitals, midwives
are slowly gaining acceptance in hospital-based de-
liveries.37 If we are to learn' anything irom the health
experiences of other countries it is to imow the value
of the nurse-midwife and to integrate her into our
mainstream medicine.88

What then is neW about the alternatives proposed
by the Women's Health Movement? Their uniqueness
lies in the process of health care delivery, in the
destratification of all health workers, and the sub-
s6ilient change . produced in the s&ial and healing
relationships of providers and patients. Women health
workers in women's dillies learn the . skills of the
paraprofessional and see themselves as peers of their
patients, not setting' themselves apart with the airs of
professionals. In this lies their greatest similarity to the
Chinese experience.

In a women's health clinic all health workers are
on a par. Physicians merely have certain utilizable
skills derived from extensive and elaborate training.
Workers are integrated equally into the structure,
process and outcome of health care delivery and may
exchange functions to better appreciate each other's
respoUsibilities. From these.' exchanges, the Women's
Health Movement understands that the' current train-
ing prograMs which divide one class of health per-
sonnel from another ultimately serve to defeat the
production of quality health care and to hinder the
patient in the healing process."

In breaking down.the hierarchical medical structure
in its clinics, the Women's Health Movement has also
changed the process Of medical care delivery. For ex-
ample, attempts are made to completely, redefine the
patient and provider les and silbsequently the relation-'
ships which notmq arise from these roles. Women in
feminist clinics e not passive 'bystanders to their
medical treatment,1101the objects of care, rather they
are active participants. The patient is not the recipient
of the commodity of health care but is a co-producer
in the health care process. For example, a woman com-
ing .into a women's clinic for pregnancy screening will
not sit passively awaiting the results, she will participate
in the. procedure, deciding for herself according to the
guidelines prorlded whether she is indeed pregnant or
not.

Even greater participatory roles for tonsumers are
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being pioneered through the Feminist Women's Health
Centers. Consumers experience care as a collective,
discussing their histories, learning to examine each
other, and sharing their experiences.. The consumers
themselves iirovide the significant healing relationships
and the role of theltealth "provider" becomes that of
a mere facilitator. Good health is seen as a collective
endeavour growing out of the group's experience of
blealth and disease, 'their sense of well-being and dis-
Uonifort. The subjective experiences of., the constimers
are valued, and the social and medical stereotypes
which have been barriers to rigorous scientific explora-
tion are pushed aside. In these settings patients are
peUple, and they are autonomous, empowered people."

It is this change in social relationships-fundamental
to the women's alternate clinics originating from the

120 self-help groups-which best identifies links between
the Chinese health system and the Women's Health
MoVement. And it is this aspe6t of Chinese health
care, fundamental to understanding Chinese society,
which is most frequently overlonked by observers. To
quote Joshua Horne: "I think that China has made
more progress in transforming human relationships

;than any country in the world and the relationships
which are developing in Chinese hospitals illustrate
the direction of change. The relationship betwercn pa-
tients and doctprs in China is based on equality and
mutual respect. If both are contributing to the'building
of socialism, their differing contributions represent a
division of labor in a common cause. There is no
room for a superior or patronizing attitude on the
part of the doctor and neither is there any room for
the bluff heartiness, false familiarity or any other of

4i the devices which often masquerade as a bedside
manner".41

In the Women's Health Movement we too are de-
voted to transforming human relationships. We have
learned through our clinics that it is possible, arid we
are heartened by the .Chinese experience to know that

_those-relationships- can be- extended -to -society -as-a
w4ole. We recognize that a health system is a reflec-
ti6n kf the goals and political values of a social system
and we believe that by changing the values, the gOals,
the social relationships within our health care system,
we are providing a blueprint for social change in the
fullest sense. We are building a new society and we are
building it together as wolfien freed from a sense of
inferiority, freed frorna role of subservience taught 'by
the old' society and reinforced by the medical profes-
sion. In that knowledge lies our revolutionary strength.
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New Roles for Women in Health tare
Delivery
The Cameroonian Experience
Utilization of Women in Health Care Delivery
in Cameroon and dirket.

Gladys E. Martin, M.D., M.P.H.
Associate Professor in Community Medicine
and Pediatrics
University Centre for Health Sciences
Yaounde
Cameroon

Africa is a large continent .made up of several
countries at different levels of development. There are
two major religionsIslam and Christianity, and
paganism. Certain factors,' closely related, determine
the health status of each nation. These factors are
environmental, socioeconomic, sociocultural, religious
and educational. Demographic data are similar, thus
we have high morbidity from preventable diseases
such as malaria, measles, gastroenterititis and filiarisis.
We have very high mortality, especially in children
and pregnant women also from preventable causes
already mentioned and complications of pregnancy.
Nutrition, gastroenteritis and intestinal parasitosis are
diseage entities in their own right but are underbting
causet of severe illness and death. Figures given by
the World Health Organization 2 are a birth rite of
45 to 50 per 1000 population; neonatal mortality
50 to 58 per 1000 live births; infant mortality of
100 to 200 per 1000 live births; mortality under 5
years of age 150 to 300 per 1000; crude death rate of
25 per 1000 and maternal mortality of 5 to 10 per
1000. These rates are several times those of the de-
veloped countries.

For any health care system to have any impact on
these problems we need a health infrastructure, trained
personnel, money and several years td achieve good
results.

Money is inadequate, with several African countries
spending between 2 and 5 percent of the National
Budget 3, on health, i.e. about $0.50 to $1.50 per
capita compared to the U.S. figure of $242 per capita.
Well trained personnel are few and maldistributed be-
tween rural and urban areas. Most of the well trained
personnel are in the urban areas where only 20 to 30
percent of the population live. In 1971 the ratio 8 of
trained personhel per population given by the WHO 2

'was one doctor to -17,500 inhabitants; one nurse 'to
6000, one midwife to 17,000; and,one sanitary engi-
neer to 2,370,000.

Cameroon
Cameroon is situated along the Western coast of

Central Africa bordered on the East by the Central
African Republic and Gabon, and on the West by

Nigeria. It lies within latitude. 3° and 12° North of 123
the Equator. The physical features vary from equatorial
forest along. the coast, through grassland on plateaux
to scrub and semi-desert in the North. It is divided into
seven administrative provinces and its culture is derived
from France and Britain as well as the indigenous eth-
nic culture. The surface area is 564,000 km 24 with
a population of 5.8 million in 1970, an average density
of 12.5km 2 "(range 2.5-71.9) and an annual growth
rate of 2.1 percent. The women:men ratio is 51:49.
The economy is mainly agricultural' with a per capita
income increasing at a rate of,4 perFent per annum: In
1960 it was 21,000 francs CFA (apt:Fox. US$ 100).
The health personnel to inhabitant 'ratios are: .one doc-
tor to 22,000, one nurse to 9,000, and one sanitary
engineer to about 6 million.

Traineritialth Personnel
The e are 323 doctors of whom 153 are Cameroon-,

ian and only 12* are women. The first Cameroonian
woman doctor qualified in 1962. Some women doctors
are working in other countries because of marriage.,mr
these women doctors in the :country are fully mt.-
ployed. Most are in charge of maternal and child r7
health centres. There is no woman doctor involved
solely in the Centi-al Administration but their contribu-
tions are sought during planning. The University
Centre for Health Sciences 5 was opened to medical
students in 1969. Two of the 37 students are females
and we are looking, forward to their graduation, along
with their male colleagues, in September 1975 as the
first batch of Cameroon-trained doctors. Of a total of
248 students, 34 are females, a percentage of 13.7.
This percentage is high compared to other countries
and 9 the whole the trend is one of increase: in 1969
the-fatio was one.female to 15 males, and by 1973, the
ratio was one female to eight males. They all receive
the same training and hardship both in the campus and
in field projects. It is even harder on some of those
who are combining motherhood, housewifery and med-
ical studies.

*Of the 12, 5 are Cameroonians, 4 by mdrriage'and 3 expatri-
ates.
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State Registered Nurses and Midwives
Woriteri nurses are very much in the ritajority but

.men are tryink to get in. There are three training
schools,in the country where they are prepared to oc-
cupy jobs'at the "B" Category (State Diploma) with
opportunities to advance. Post-basic training is recog-
nised and a regional centre for training nurses in

- administrative and teaching roles is being run under
the auspices of the WHO but as, a section of the
Uniyetsity Centre 'for Health Sciences (UCHS). In this
section there are nine male and five female Cameroon-
ians. , ilk

Two lower categories of nurses are trained
"Brevete" and nursing aidsand these trainings are
done in special schools. Periodically, exams are held

[2 to 'allow these durses to move into a higher category
ill with better pay and mot:e responsibility.

, . .

."Matrons" and "Journalieres"
These are peaple Without the regular education and

- at a slightly older age, employed and ty 'ned on the
job. They undertake minor unskilled jobs like 'clean-
ing and serving food. Some are 4nght rou ine things.
Iike weighing. They also may take exams into nursing
aid ichools for more training and promotion.

ChanginrRole of Nurses
- Because of ihe shortage of doctors, nurses and mid-
wives do much more than they are expected to do. A
nurse in charge- of a health centre does consultations,

, routine minor operations like herniorrhaphy, circum-
cisions, etc., and in 'em encies laparotomies. In mid-
wifery they conduct for s and vacuum extraction and
other'complications of pre nancy. In some places these
extra skills and knowledge are acquired on the job
through watching and assisting doctors. In other cir-
umstances_this-extra_duty._and_respbnsibility_passed

on to the nurse is recognised and they are given special
training. In Ethiopia midwives in some matemities
are officially taught and expected to do forceps and
vacuum deliveritf.

Being taught more theory and skills.is being recog-
nised as a way of decreasing the doctors' workload
and offering better service to patients, thus we have
several names such as nurse practitioners, family health
nurse, etc., as in ihe United States. Nurses and mid-
wives now run 'maternal and child health 6 clinics
preventing disease and promoting health while at the
samestime treating our common problemsfeeding,
diarrWavomiting, and feVers. They are also involved
in family planning ' (not in Cameroon). In Africa,
nurses had performed this role unofficially but they are
now being recognised for their higher skills. The other
usual roles for women in health such as physiotherapy,
occupational therapy and laboratory technology, are
not yet popular in Cameroon but with modern hospitals
and health centres the need, for these services will be
felt and met. 141

Role of Women in the New Health Occupations
in Africa

A lot is happening in the developed countries to
medical science. Advance in technology is moving
patients away from human coLtact to be "monitored"
by machines. Therefore, moreople are looking for
alternative jobs. In Africa most of our problems are
basic to our avironment, our socioeconomy and cul-
ture, and to our illiteracy. Our health problems cannot
be solved without solving' theseipther.probIems, thus
the emphasis has changetl. We think of the people in

iiit,ttheir families and comp* an d how to improve
' their living conditions. ty king. them clean water,

clean environment, balanced food tE eat we would cut
down on our morbidity. By giving Sem simple lessons
on hygiene, child care, and causes of disease, the im-
pact on mortality and morbidity will pe greater still.
Then by teaching them to help themselves solve their
'problems, -earn more money, we would have created
an atmosphere for human development, progress and
continuity.

Most of the people who need help live in the rural
areas (70 to 85 percent) and most of them are woMen.
It is not possible to get nurses and doctors into these-
areas in the near future to bring about this change. We
.11berefore, need a new type of people,usually women, to
undertake this great task. .---

Community Development and Women's .

Programmes
The emphasis in Africa is on community develop-

ment by the people with help and supervision from
v9lunteers (internal and foreign) and governments
(national and international). These development pro,
grammes go by several names: co-operatives, credit
unions, welfare associations etc. For the Interns-
tional Women's - Year a WoMen's Programme 7 bas ,

been formed as a unit of the Economic Commission for
-----Afric a -MCA-) - in-the- Human-Resources-Development--

Division and it is to ensure a "Progressive and mean-
ingful participation by African women from all walks
of life in the countries' development:'. One of its ob-
jectives is to form a Pan African Women's Task Force
made up of volunteers in nutrition, health, home eco-
nomics, crafts, etc. "to consolidate efforts of individuals
and small groups". From 1975 to 1979 they will work
with the United Nations Volunteers Program offering
their special skills. .

COmmunity Development Women's Service in
Cameroon 8

I have been working in a suburban-rural com-
munity for about two.and a half years teaching medical
and nursing students the practice of family and com-
munity medicine. In order to teach students we must
offer services to the inhabitants and they included a
heavy load of curative care for preventable diseases*
at the onset, but now we are getting an increasing
number of children and pregnant women seeking pre-
ventive services. Under-nutrition is a problem and we



are telling the people what to do about it. During visits
to the villages it is obvious to us that unless something
happens in the people (motivation to change) and then
in the communiy, most of our efforts are in vain and
we only increase our labours because we sensitize the
people to their illness who in turn seek only drugs. We
then decided to form village health committees a which,
must include at least one woman in each. By working
with them açthe village level we are seeing some
changes. If w ask people to eat better food, should
doctors and n es talk about how to grow them? We
need a teama multi-disciplinaiy team b o viiltic with
the people to improve their standard living, and
their health. .

The Community Development Women's prograOne
was started in the former West -Cameroon which is
nay/ twopprovincesNorth West and South West.
Studies &e being carried out to introduce this pro-
gramme to the other provi ces. It is one of the three
main services in the Deprtment of Community De-
velopment 10 which falls nder the Ministry of Terri-
torial Administration. It is usual for health workers
to be under the Ministry of Health but if health is
regarded in its broadest sense the women in this service
are offering a lot more, I may say, than hospitals to
promote health in rural faMilies. ,

This programme was started in 1953 by Miss
O'Kelly, an expatriate Officer from the United King-
dom in the Ministry of Education. It started in Banso,
North West Province. Women were encouraged to
group themselves together, purchase a corn grinding
mill thus savipg time .and energy grinding corn with
two stonesone large and flat and the other oblong.
When they gathered to grind corn they were taught
hygiene; chilc4 care, housecraN cookerriaml how to
read. lie dornmieiticieties" grew in numbers and
spread to several divisions of the now North and South
West Provinces. Corn is not ground by ,women in all

-the-provinces:It -is- the-staple-food-in-the-northern -parts
of the country. Women were encouraged to get to-
gether thus in church groups and choirs, tribal and age
groups and small units of the politic 1 party (cells)
made up groups with which the CoMmum velop-
ment Workers worked. The groups ranged fr m 15 to
20 members to larger groups of 40 to 60 members. It
was recommended that the workers were not to initiate
new groups but to use preformed groups by the women
themselves. The workers gave lecturers, demonstrations
and held discussions both at the meetings and in
individual homes. Emphasis was on stimulating initia-
tive and leadership so that there would be continuity
within groups and extension. -

, In 1963 Dutch Volunteers came to Cameroon to
assist with agriculture. The female members among
them worked with the women, teaching knitting, sew-
ing and othei home crafts. The doctor and nurse in
the group organized infant clinics and together they
drew up "ari educational programme. Mrs. Lindiay (a
Cameroonian now dead) was in charge of the corn-
millycieties and in 1965 merged the Dutch Volunteers

with the cornmill societies in the Ministry, of Educv
tion. A commission 10 from the ECA in 1967, recom-
mended that the Women's Programme be a part of the
CommunitY Development Programme.

The general objectives of these combbred Pro-
grammes are: "Helping women to utierstand group
work and social change for the generarhnprovement
of living standards in homes, families and communities;
encouraging self-help apd self-reliance on the part of
women; and training oluntai leaders to offer con-
tinuity. to the p : I Ile of " 8

Specific objectives : Nutrition and cpolrery; vari-
ous aspects of pregn , child developinedi and child
care; hygiene and s: tation including causes of dirr
eases and ways to pr ent them; care and improvement
of homes; and other topics to improve their economy
such sas' sewing an4 needlework, improved farming, 125"
savings.E p.

Organizatirni and Staff: The Director of Community
Developmeriag in charge of the Women's Programme
at the national level. This'post is filledby aOnan. Chief
of Service, Women, is the head of the Women's Pro-
gramme at the provincial level and she coordinates,
directs the field- programmes and is responsible. for.
policy and staff matters. .

Organisers or Supervisors: These function at divi-
sional level. They plan and supervise the work of the
social assistant workers, organise divisional refresher
course% and write reports. They receive professional
training at the Pan African Institute for Development

Because C =miens are few, some of these posts
and are directly by the national government.

are filled by foreign volunteers. There were 12 super-
visors in 1973 in the North and South West Provinces.

Social Development Assistants: They are young girls
with 12 years of schr0g, holding the General Certifi-
cate of Education London Ordinary Level. They are
employed by local councils 'and given one year train-

_ ing...at_the_Community_ Developmentlraining_
liAiniba. Being chosen locally, trained and paid by
their local council is a way of encouraging that they
return to work in their, villages after training.

Financeis
This r?rogramme is financed by the Federal Govern-

ment directly through the Community Development
Programme, indirectly through local councils and by
foreign aid, thus:

the UNICEF supplies equipment, training ma-
terials and transport.
the Netherlands Volunteer Organization provides
personnel who work with. Cameroonian counter-
parts an the supervisory level.

This programme is new. It started 21 years ago as
cornmill societies in the Ministry of Edudation and in
the last seven years has been lir the Communitx De-
velopment Programme of the Ministry of Territorial
Administration. It has met with several problems such
as personnel; very few are sufficiently trained and ex-
perienced. Their work is made more difficult by lack of
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transport,4quipment, seasonal Lhathweather anthinac-
cessible roods. a .

There is no doubt that these people wili do a great
deal to improve the health of the families in rural
areas. It is too mach to expect a young girl after 1 year
of training to haVe enough backgrouil4 knowledge and
skill to teach the rural women. We 'know that rural or
community development Jequires4 a multi-disciplinary
effort. Therefore, at some level kshguld be possible
to bring together, all the different experts to plan and
execute the programme. Doctors and nurses should be
inyited, maybe at the divisional level, to assist in teach-
ing both the eupervisors and the social assistants as well
as the women in their meetings. This is done usually
during divisional refresher or health Shows.

126 Women's Wing of the CaintiroonNational Union
While the infrastructure and health perSonnel are

being developed, the government is encouraging pre-
ventive and promotive health services throUgh the
women's wing of our political party. The i/ice Minister
Of Health is the President of the women's wing of the
Party. Under her portfolio iS the home tconomics or
medico-social centres. In the cities and large towns they
have centres in which women meet regularly and are
taught handcraft, cookery, and nutrition. Clinics are
held on a regular basis' for pre-school children and
pregnant women. Vaccinations, drugs, rirenatal care
and nutrition demonstrations are given. .aerVices are
offered by doctors, nurses, midwiyes, and social work-
ers on the medical side and on the other side, teachers
in home economic&

During the loncholidays courses ,are held for teen-
age girls. Lessons are given in Cookery and nutrition, .

sex education, personal and home hygiene and elemen- .
tary child care. It is, hoped that this will supply the
more practicifl side of life and reinforce the more >
theoretic school subjects. They would also be more ,

-appreciativecpf 2things- in-their- homes- and -more -useful
to their parepti and'in future 'make them better mothers
and wives. 9

The Women's Programme or the Community De-
velopment Department participates at-tively in these
centres and courses and also at., the smallest units
of the political party, i.e. cells. °

Societal or CultUral Viiriables Influencing the
Utilization of Women in Health

As mentioned -earlier, health and school teaching
are the oldest professions for women in Cameroon out-
side the home and farm. ,For several . years women
could only be-liurses or' second'grade teachers because
opportunities for higher education were limited. Boys
were educated in preference- to girls and it was' con-
sidered a waste of money to educate a girl highlyi, as
she would later spend her dine in the home. Sometimes
it created difficulties in securing a husband as it was
felt that a highly educated girl was worth a higher
bride price. Secondary education was not available in
Cameroon (former West Cameroon) and.in the 1936's

1It

only boys were allowed to go to Nigeria, France or
other countries for education. Therefore, girls received
only primary education and this was a handicap. In
the forties, parents began to allow their daughters out-
side'the country for further education, thus a few girls
got into the University. In the former °West Cameroon
the first girls' secondary school was opened in 1956
and since thenomore schools including mixed schools at
both secondary and post-secondary level have opened.
The percentage -of girls reaching universities at home
and abroad is small but steadily increasing, and there
are girls even in the newly opened engineering school.

Marriage and child bearing are highly thought of in
Cameroon- and parents' expect their daughters to put
their husbands and marriage first. Motherhood and a
profession are not incompatible because of the follow-
ing:.

Labour is still relatively cheap so both husband
and wife can work and employ someone to
housekeep and baby-sit..

The extended family still exists and one can still
get older or younger relatives to housekeep.

Changes are occurring which make it more diffi-
cult to get such help. There are alternative jobs
and schooling opportunities.

Maternity leave is granted to pregnant *omen
with a percentage of their pay four weeks before
and ten weeks after delivery. Maternity benefits
are also paid by the Social Security Service to
workers or wives.

Mothers are encouraged to breast-feed their ba-
bies for long periods by being allowed feeding
time for 15 months. Also the working hours, are
favourable towards breast-feeding and hthiswork.

Students do not discontinue their studies bcause
of marriage or pregnancy so that many ore
qualify than some years back.

Men have always been the head of the family and
-their--authority-is recognised, -On -the whole,: however,
wives if they want to work can work. With the rising
cost of living and the standard set by the couple it
is necessary for both to work. Nurses and, doctors tend
to work irregular hours and this may be a bit upsetting
to the family routine. If handled well,,there should be
no problems.

I have already mentioned that no feinale doctor
occupies a Central Administrative post. It may be that
there are not too many and those present are more use-
ful at their posts. There is a general lack of women'in
key administrative posts. The nearest they come is a
deputy head. Could this be sex discrimination? The
Vice Minister of Health- and Social Welfare is the only
woman inthe Government. It is very significant that
she is in health; she is married and a mother, and
woman of childbearing age and children, a vulnerable
group, form 52.5 percent of the population.

Conclusion
It could be said that the health of the family and

nation is in the hands of womenthe non-health pro-
% g I



fessional woman who feeds and cares for her family
thus determining their health.,-70 to 80 percent of the
rural population is made up of women at risk of dying
froin the stresses and strains of pregnancy, childbirth
and family rearing. They owe it to themselves to ac-
quire the knowledge and skills necessary to maintain
themselves in good health. The nurse and doctor have
a big job of treating the sick but must also have a
broader,perspective of health at the village and family
level. We need more of them tnd we need to utilize
them fully.

Last but not least are those women volunteers; local
and foreign, working with the commudity development
workers to improve the standard of living and decrease
disease. In Cameroon women have opportunities to
Work to promote health. The setup is there socially
and politically to do our bit if not from the top ad-
ministrative jobs. We can be heard and seen at the locals
level. These are all women in health. At the community
level they all come together from different disciplines
and need to be coordinated well to be effective. At this
level national and international governments come to-
gether. Funds and transportation are limited and made
more so because of the fact that funds are specific,
objectives being tied to watertight jobs, or titles. Things
should be flexible at this level to fulfill the different as-

pects of the common objective of Community Develop-,
ment.
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New Roles for Women In 'Health Care.
Delivery
AI Response to the Cameroon Expert

Mary Ann Lewis, R.N.,.M.S.
Director, UCLA PRIMEX
Family Nurse Prastitioner Program
Los Angeles, California

The title of this presentation implies that change
.must occur if, indeed, new roles for women in health
9care are to exist. I should like to review briefly the
past and present roles of women as providers and
consumers. of health care services. Then I shall present
some data from studies we have conducted over the
past four years that lead to some suggestions about
how changes resulting ,in new and more appropriate
roles for Women could affect the outcomes of health
are.

Past
In the past women as providers furictioned primarily

as nurses, educated outside the university, and em-
ploye in bureaucratic institUtiOns. We served passively
and pendently; we cared -for rather, than cUred. We
VAN where and when assigned 'and our rewards
were more intangible than economic. As patients
women were viewed as passive and, dependent, and
frequently as hypochondriacs who sought care for prob-
lems most physicians labeled as trivial. The data on
visitation rates do reveal that womsn are higher users
than men. However,, women areliiit greater users ot
care because they are more fragile.' And women, as
a group, do not necessarily choose careers in nursing
rather than Medicine because they are intellectually
inferior. The statistics describing women's behaviors as
providers and consumers are Primarily reflections of
the images that exist in the minds.of women and men
as to the proper role of women in society.

Present
Currently, we're in a period of transition, although a

painfully slow one. More women are being admitted
to medical schools and an increasing number of nurses
are seeking to expand their roles as nurse practitioners.
This latter thrust is based in part upon a desire to
escape from rigid bureaucratic settings where decision-
making and rewards are limited. In these settings the
only way to get promoted as a nurse is to move further
and further away' from direct patient care. It is also
related to the pull of opportunities in these new roles
to be actively engaged in assessing and managing the
problems of patients and families. It provides an op-

portunity to be a colleague of the physician, rather
than his handmaiden.

As patients, a small proportion of women have be-
gun recently to demand care for themselves as women,
rather than as patients with "female problems".

Future
And now, the future. As a practitioner ! would like

to prescribe some father specific new roles for women
in the future, both as providers and consumers. These
changes must occur hot just to, further the cause of
feminism, but also in order to improve the outcomes
of health care services and subsequently the health of
all of the %wk.

Despite an increased investment in heilth care, more*
personnel, more equipment, more beds, the end results
or outcomes of care have remained relatively static. A
significant proportion of our population continues to
delay in seeking care (most of them are men).2 About
10 to 15 percent without significant disease, who have .
been termed "the worried well", continue to use over
half of all available ambulatory services (most of
them are women).8 And only about a third of the
patients of both sexes comply with recommendations
for treatment.'

The outcomes of health care will not change simply
by placing women into more powerful roles as decision-
makerseither as physicians or nurse practitioners or
physician assistants. I say this on the assumption that
the current model for educating these practitioners
will prevail. In the traditional model the patient seeks
help or a problem,- is told what the problem is (perhaps
no 11 too clearly), and then is given a therapeutic
treat ent plan to follow. While the patient has con-
siderable responsibility in these transactions, she/he has
very little authoiitya very poor management strategy.

I suggest that if consumers continue t6 play a passive
role in decisionmaking about their own care, their
patterns of illness behavior will not change, and pa-
tients' compliance with treatment recommendations will
continue to be poor. Remember the consumer's be-

\ havior, not the provider's, is in most cases, the primary
determinant of the outcome of care.

Let us speculate about the consequences of sharing
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the responsibility of care with the consumer. This in-
volves allowing the patient to participate in decisions
about options for solving the problem. It involves a
transfer of power in the provider/patient interaction.
It demands, a fundamental bchange from the typical
physician-dominant model for care that exists.

Nurse practitioners are 'currently making decisions
about treatment, management, and are more cure-
oriented. However, I believe it will be disastrous for
us to replicate the authoritarian model exhibited by
the medical profession. The outstanding contribution
we have made as nurses has been caring for people
who seek services for a variety of reasons. Because
we were not equipped to cure people of their physical
ailments we used the only trick in our bagourselves:
we told our patients we cared; we would explore the

130 available community resources; would teach them about
their-(health) problem, and we would not desert them
even when death approached. Now that we are learn-
ing sdmething about "curing", we Possess a powerful
tool. It remains to be seen how we will use it, and if
we, indeed, can improve the outcomes of care, not just
through the use of Pur new=found power, but in the
way we use it.

I became interested in the. issue of patient-
participation in care in 1966. As a public health nurse
assigned to a health care team located next to a public
school I had a 9-year-old boy conrie to me -for "a'burn
on his arm. He began referring other children to me,
and before I knew it, I had . a clientele of children -
seeking care on their own. This was a racialli mixed,
community; there were many- wprking and, single
parents. My observations suggested thal over time ihese
children (my patients) seemed to become more re-
sponsible and "sornethine was happening to them.
This led to a search of-the literature ant a proposal to
study self-initiated care for children. This resulted in
a three year federally fundedkesearch project entitled

Care, just completed -this-past_March_
The purpose of this project was to involve children as
active.participants in their own health Care rather than
as .passive participants in the usual proVider/patient
interaction, and to examine the effects, if any, of such a
bizarre venture.

The first year of this study was spent in developing
a conceptual model to describe the health-related be-
liefs and behaviors of children ages five through 12
years of age. For the past three years we have been
operating a system in an, elementary school with over
300 children in which they are free to initiate their
own care by taking a "care-card" from a box in the
classroom and go directly to the school nurse practi-
tioner. The nature of the interaction bAween child
and nurse was designed to give the child decision-
making responsibilities tegarding the management and
disposition of the problem under specific rules designed
to protect the child's health and welfare. For example,
if a child presented with a stomach ache, the nurse
would pursue the present illness, past medical history,
do a physical examination, present the data to the

child, formulate a problem list, and ask the child to
generate options for coping with or solving her or his
problem. The child then decides which option to
choose. This interaction process -was based upon con-
cepts.of social learning theory and a Rogerian orienta-
tioni.e., the child is capable and compettt to par-
ticipate in this process.

The results have been quite striking. For example,
ani fest ations of the sex-role behaviors ascribed to

women and men appear very early in life. As early
as second or third grade, girls see exposure of their
body to the environment as more often productive of
illness, in contrast to boys who cite aerexertion or
overeating. By age seven, girls more than boys believe
cire to be more essential. The patterns of utilization
ire similar for boys and girls ages five to twelve to
adult males and females 20-45 years of age. Girls are
found more often to be higher utilizers of care for
nonmedical reasons, and the greater proportion of
nonusers, those who newer present themselves to the
nurse's office for care, areAtoys.5 6

This work is, continuing:The intervention has been
demonstrated to have impact on behavibr as well as
-attain elements of the theoretical model we.developed.

While we must begin today with children to change
tomorrow, we need not neglect women over .the age
of 12 yearst An increasing number of women's clinics
are appearing that focus on the problem of women and
delivery of services in a way which is more consistent
with the woman's view of herself. These services do not
have to be limited to those who are actively associated
with the women's rights movement. If nurse practi-
tioners and physicians understand the issues related to
the historical evolution of women's roles there is much
that can.b4 done for women patientsin a ition to the
traditional model for care.

As an example, a few weeks ago I saw in a edicine
clinic a_64,year,old womaitwhpse_chiefsomplaint was_
rectal itching. She had received a very thorough com-
petent medical work-up and was,given' an appropriate
treatment regimen. However, she returned biFause she
had'not received relief. In seeing this woman I focused
on two problems: 1) the nature of her physical prob-
lem and 2) the issues I saw for a woman whose hom91
was being taken from her because it was, part of a lien
on a mortgage for a business that went bankrupt during*
the oil crisis. I confronted her with her feelings about
this. She was angry at herself for not taking more
initiative and refusing to allow her house to be taken
from her. With regard to her physical acomplaint I
asked if she had ever looked at her vaginal and rectal
areas. She was embarrassed; no, she never had. I sug-
gested that she take two mirrors and showed her how
she could visualize the nature of the lesion. I learned
to use this technique of self-examination with mirrors
in. our previous experience with children. I find that
allowing children to wash.their own cuts and examine
in reducing anxiety and tears than Verbal reassurance.
themselves with a mirror usually is more effective

147



Summary

I am advocating major role changes for women as
providers and consumers at all levels, i.e., home,
school, health care facilities. This means that the
subtle and not so subtle sex-typing that" permeates
society, and is reinforced in the hkiedia, i.e., that -women
are weak and need to take drug products to enhance
their health status and sex appeal -will have to te
recognized for what itis, egnMerciatployexploifing.
and perpetuating these,s -rple images. The;contituYalW
reinforced concept t n 'are strong, doinineetiog

tits0 be re-examined in the sightand invincible m
of sex-specik0 .41.0thlity rates.7

There is Oiclence that the aggr, tVeneis of
males ten. them more donfinant in the inter-
actions ers.8 This quality may: make it,difficult
'for me providers tb share power:with patients. Per-
haps t is is another reason to encourage moit women
to,become phy 'dans and nurse practitioners, although
I believe Oat w thout role models Who will help them
learn to ptiovide are for patienis as equals, and without
a fundamental cIange in the balance of power between
4Abvider and consumer, this M# indeed be a hallow
victory.

Preparing women to be better providers of self care
as a 'means of increasing access to care could be an
international strategy. It is a means to achieve a sense
of =Seery and control Over one's body and destiny.
If women feel better about themselv,es, it might lead
to ,a whole host of secondary gains for all members of
society. The philosophy of the Cameroon Cornmill
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Societies is theoretically sound, as well as practical.
Women provide the social glue for society. There are
data to support the contention that the health and
illness behavior of the members of family units is
primarily related- to the behavior of the woman in that
unit.° If women the world over were given ppportuni-
ties to learn to be better consumers...and piroviders at
all levels, then women's roles would truly be changed.
And I believe that the greatest benefits of such changes
would accrue to the more fragile or tiff speciesman."
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New. Roles for Women, in Ilea fill Care
'Delivery
A U.S. Response to the Cameroonian Experience

Jacquelyne Johnson Jackson, Ph.D.-
Associate Professor
Division of Medical Sociology
Duke University Medical Center
Durham, North Carolina

(Read by Norma Jean Wilson)

As a discussant for Tr. Martin's presentation on
"Utilization of Women Jn Health Care Delivery in
Cameroon and Africa" was asked to comment briefly
upon that presentation and to make more extended
remarks by discussing the topic from my own perspec-,
tive, and, finally, to comment upon the applicaliffity of
the African Strategies she proposed to the United
States' situation.

Comment upon Dr. Martin's presentation

With primary reference to the Cameroon, D. Martin
has provided us with a general description of the major
types of health problems confronting many underde-
veloped countries. Inadequate resources, including
those of monies, personnel, and training facilities, ad-
versely affect the health status of their populations.
For example,. morbidity rates from preventable dis-
eases could be reduced signifiantly if better preventa-
tive health measures were in effect. She also focused
upon some problems not completely unknown within
the United States. For example, more and more effec-
tive health education of their populations could aid
immeasurably in preventing unnecessary diseases and
illnesses, provided that individuals and families pos-
sessed sufficient or necessary resources, such as money,
For practicing good health measures. In other words,
she recognized - clearly important linkages between
good health care and societal supports. In addition, she
noted such problems as maldistribution of existing
health personnel, and, quite important, the crucial links
between politics and. health.

With specific respect to wDmen, Dr. Martin described
the generally extreme paucity of women in the top-level
administrative and profestional posts within the health
care areas, discriminatory patterns and recent changes
in those patterns which affected the likelihood of women
holding such posts, and, at the same time, underscored
the significant health roles exercised by women by
noting "that the health of the family and nation is in
the hands of women". She also underscored the oppor-
tunities for and necessity for women being, effectively
involved and cooidinated in their health activities on
the local level, a phenomenon which could be achieved

4--

.

more efficiently through greater flexibilitil of fund utili- 133
zation on the local level.

My Own Perspective
Many of Dr. Martin2s generalizations about utilizing

women in health care delivery in Cameroon and Africa,
are apt when applied to utilizing black women in health
care delivery within the United States.

First, as women, the vast' majority have been and
remain heavily involved in delivering home health care
to their nuclear family members, other relatives, neigh-
bors, and friends. But, unfortunately, the extent to
which such factors as role segregation by sex occur
within that health delivery is questionable, inasmuch as
data are not available. However, I believe that patterns
of role integration and,segregation by sex among blacks
in' home health delivery are influenced significantly by
such factors as socioeconomic status, health status and
conditions of the relevant individuals; and differential
employers' attitudes and policies about leave time for
females and males with relatives or friends requiring
care. In addition, and following Dr. Martin's admoni-
tions abou't the important relationships between nutri-
tion, sanitation, and similar phenomena and health
care, roles elayed by both sexes should be examined by
their provisions of both indirect and direct health care.
When such is the case, then it is quite probable& that
both black females and males within the United States
are responsible for and active participants in health
care delivery.

Secondly, it is also quite true that substantial in-
creases in competent health education could benefit
many blacks presently without that education, in that
better knowledge and understanding of health and re-
lated matters could conceivably lead to more effec-
tive preventive health measures, as well as greater
conformity to sound health treatment procedures. The
critical need tO reduce substantially social conditions
dysfunctional to good health, such as the absence of
flush toilets within households, is still a major problem
for significant proportions of our own black popula-
tion. For example, according to the 1970 U. S. Census
data, about 25 percent of all black women, 25 years
of age and overithe South, lived in households
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without flush toilets. But given sufficient health edu-
cation and given sufficient monies or access to good
health resources, what will then happen? While we
do not know the' answer to that, we must be ever
cognizant of the fact that health attitudes and beha Iort

,1?,are also crucial variables in adequate or appr , te
,x

utilization of health care resources.
Thirdly, Dr. Martin's insight into the importance

of political power and health care apply equally as well
within the United States. For the most part, the lack of

significant black political participation and power has
adversely affected black health care. For example, the
famous 1910 Flexner Report was influential rn leading
to the closing; I re eat, closing of at least six black
medical colleges, only what are now the Meharry
Medical College the Howard University College of

134 Medicine being able to "weather the stormn. The grave
problem was that governmental agencies were willing
to (and did) enforce closure due to inability to meet
the 'new rules and regulations, but those same agencies -

2were unwilling to asisithose black medical colleges
in developing resour necessary for meeting those
rules and regiJthff. Similar problems have arisen
more reeftt1rwith respect to many black proprietary
nursing homes and the governmental Life Safety Codes.
While such programs as Medicaid and Medicare have
provided some greater access to health care, and while
some limited enforcement Of civil rights legislation has
resulted in far fewer overt discriminatory acts, the prob-
lem of blacks receiving adequate health, care, irrespec-
tive of- their racial and socioeconomic status, has
"gone undetround", That is, more subtle forms of
discrimination are occurring, as in the case of varying
diagnoses, diagnostic tests, treatments prescribed, et
cetera, being based far too often still on the basis of
race and/or sex, a concern which leads me to the
fourth, and perhaps the most important consideration
of the utilization of black women in health care de-
livery.

Fourthly, Dr. Martin's generalizations about the use
of women as formal health care agents are also appro-
priate for black women in the United States. That is,
the vast majority of black women gainfully employed
as health care agents have been employed within the
"inferior" health care positions. For example, through-
out this century, only about one of every ten black
physicians has been female, due largely to educational
discriminaticm practiced against black fetnales by both
black. and white universities, as well as to normative
traditions about "the proper female role." Unfortu7
nately, too, far too many Americans, including bl@cks
and whites, have beerr concerned about the dearth of
black female physicians. Instead, fat ttio many have
been overly concerned about the proportion of black
females within the black physician population as com-
pared with the proportion of white females within the
white population. As I have written elsewhere,:.such
individuals have misled themselves:

. . . 'not only by accepting uncritically the usuat
myths about educational and economic, poSitions

of black females compared with black males, but,
most important, by juxtaposing black and white
female comparisons in assessing iiilacklemales and
males. That is . . . [they were] overconcerned
about showing that within their own racial groups,
black females ed higher statuses than white
females. Even he hOweyer . . .' [they] failed to
provide conVincin ta. For example . . . [Gerda
Lerner's] compare e data about the proportion
of females among blacks and the proportion of
females among whites who were physicians and
attorneys- did not-show the proportion holding
medical or law degrees. They Showed only the *-
portions within the labor force. Since black
women with professional degrees are far more
likely than comparable white's to be gainfully, em-
ployed, such data are highly circumspect in show-
ing what Lerner would have us believe (namely
that "black women are somewhat better repre-
sented than white" . ...). The data would not be
circumspect if aPpropriate controls for differential
set ratios within the black and white adult popu-
lations, buttressed by extrapolations based upon
-equal propcirtions of black and whitdivomen with
degrees in the labor markett.had been established.'

Mid, as another example, one irony of the famous*
or infamous (take your choice) "War on Poverty" of
the 1960's was the significant empl?asis placed upon
developing black females especially a& pardOofes-
sional health workers, such s nurses' aides, and the
significant lack of emphasis placed upon their develop-
ment as health professionals, suah as physicians and
dentists, and in crucially related academic and research-
areas, such as biomedical and behavioral scientists and.:
in such related practical' areas as health administrators
and health insurance executives-. 1

Thus, as I see them," sod despite quite iecelit, albek
minimal changes, the crucial problems involving black
women in the delivery of health care Within the United
States as health agents are those of racial and iexual
discrimination. Every effort must be made to encour-
age and expand the number of black women within the
health care professions, and, in addition, every effort
must be made to have Congressional legislation enacted
which will ensure sufficient training slots and stipends
for them. Such black women must be encouraged
to undertake training which will enable them to select
carefully from'a variety of career. options, 'and a suffi-
cient number of them should be encouraged 'to select
crucial roles within the acadernic,,.reslearch, service,
and political' arenas. My own juV6ent is that such
black women should not be lulled. falsely, as some
black students were, into training programs producing
primary care physicians so that they'could better_ serve
"the ghetto". What I am eally saying is that black
women can and must be utilized effectively throughout
the wide spectrum of health care and related positions.

Applicability of the African Strategies
It has long been obvious that a specific grouping ot

strategies in,' a specific way may be highly effective
within one sociocultural environment, and almost
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ess in another. Thus, while I canhot comment
the probable effectiveness of the strategies pro-

posed by Dr. Martin for increasing female utilization
,,within the health dare areas in Cameroon and Africa,
in the main, I would reject those strategies' for black
women in the United States. That is, I would reject
some of the specificities of those strategies, but I would

the importance of (1) reducing health problems
by improving social environments and socioeconomic
status; (2) expanding competent health education;
(3) mcreasing consumer involvement in health care
organization; (4) increasing training and career options'
in the -health care areas; and (5) increasing black fe-
male participation in top leyel dedsiOnmaking posts.
I would not urge black women to concentrate on health
posts in areas of greatest manpower sfibctages, nor
would I urge greater initial thrust on the ,1ocal level
(by now, we have had sufficient experiences with

general reVenue sharing to know that blacks, at least
in the South, can put somewhat greater faith in Federal
than in local revenue sharing, provided that the Federal
Government implements and enforces its 'provisions),
but on the Federal level, and I would begin urging that
great thrust be made during 1976, inasmuch as it is
obviously ,an election year:

And, in closing, I would also urge black 'women
especially to consider carefully the proportion of their

Monies which are used to educate medical students
within the United States, and to determine the extent
to which they receive at least' equal representation
within that training group. Black women may also
wish to consider the extent to which many hidden Fed-
eral subsidies to medical students might better be
shifted to an overt loan status, since physicians are
in a far 6etter position to'repay such loans from future

eainings than are most other individuals '''educated'
partially at the "public trough". And I would urge
black women to become more seriously concerned
about the significant and increasing proportion of
foreign medical graduates (FMG's) who are deliver-
ing secondhand services to far too many blacks, par-
ticularly within public hospitals and clinics. Here I
reflect back upon an observation I made some four
years ago when I discovered the significant proportion
of foreign psychiatrists on staffs of State mental hospi-
tals serving overwhelming-numbers of black-in-patients
and out-patients, and, in one instance, my distinct
chagrin when I discovered further that many of those
particular foreign psychiatrists barely spoke English. I
was consoled, although only briefly, however, when a
friend Viho is a health care professional in Washington,
D.C., informed me some time later that I should not 135
have been surprised, since, within the District of
Columbia, "niggers areonly gueiiii.these days". That is,

'and he was quite correct, many of the occupational
positions formerly filled by blacks within our various
hotels, restaurants and other service positions are now
filled not by native blacks (whose unemployment rate
ohtinues to rise), but by foreign blacks, foreign
whites, and, other foreign colors. So, unless black
women want to continue only being largely patients
these days, some critical action along the general lines
Dr. Martin suggested should be helpful here, too, pro-
vided the proper coalitioware formed, and such coali-
tions shopld not involve cojoining only with the weak
female or male.
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Analysis of the Role of Women
In Health Care Decisionmaking
A Look at Poland

Magdalena Sokolowska, M.D., Ph.D.,'M.P.H.
Professor of Medical Sociology
Institute of -Philosophy and SociologY

-Polish Academy of Sciences
-WarsaW, Poland

Introductory Remarks
This presentation is mainly based on the existing

statistical data derived mostly from two Polish cen-
suses, 1960 and 1970. Obviously, such materials are
rather rough indicators of the social prikesses. How-
ever, they have a unique value: . they present the
changes and transformations of the society at large.
The statistical indicator's provide a factdal, objective
base for an analysis and control of the societal trends,
in .the social position of women, for instance.

It is well-known that such dafa cannot be easily
compared crossznationa4 and cress-cuiturally. It is
hardly possible to venture comparisons without know-
ing characteristics of and differences between the stiuc-
tures and systems expressed by the statistical indicators.
Often the same name or identical data frave.sa com-
pletely different meaning in each of the compared
countries. Besides it is hardly adequate to analyse ex-
clusively data pertaining to health isolated from the
broader societal context of which health is a part. Also
processes of change of women's position are but one
element of the general societal change.

. Having this in mind I divided this paper into two
parts: part one deals with the data 'aimed at presenting
general trends of women's position in contemporary
Poland; whereas part two deals with the same phenom-
ena in the area of health. It is attempted to show a
broad background and context of decisionmaking by

'women in health.

I. Some I'eterminants of Women's
Present Position in the Polish
Society

A. Education
Table 1 presents the process of a dramatic rise in

the educational level of Polish women and men, in
the country in which 30 percent of the population was
illiterate prior to World War H. These data also reveal
that differences in the educational level of men and
women are being obliterated.

Table 2 shows the present situation in this area
"related to the age group 25 to 29 years: the educational
structure is not identical for both sexes. For instance,

the percentage of men with the basic vocational train- 137
ing is much higher than that of women, which partly
explains the persisting higher wages of men as com-
pared with women (jobs requiring a basic vocational
training, mostly technical, are , usually well paid).

Table 3 reveals the distribtition rates of female stu-
dents in the academic schools among various 'subject
areas. Some words of explanation are needed: in
Poland, as elsewhere, opinion divides occupations intO
"male" and "female" domains. The medical professioa
is universally regarded in Poland today as a female
profession. There was a relatively large number of

Table 1: The Educational Level of Women and Men
of Two Generations: Poland 1970

Education
18-24 years 50 years and

over

Women Men Women Men

Percent

All women and men 100.0 100.0 ioo.o 100.0

Higher including incompleted 6.8 4.5 1.5 4.8
Secondary including

incompleted 53.7 55.5 9.1 15.3
Primary completed 36.4 35.8 36.4 35.0
Primary incompleted 1.9 3.2 36.3 37.2
Self-taught 6.3 3.8
Only able to read 2.5 0.5
Illiterate 0.2 0.2 6.4 3.3
No data 1.0 1.1 1.2 0.9

Source r Census 1970

Table 2: The Educational Level of Women and Men
in the Age Group 25-29 Years, Poland 1970

Education Women Men

Percent

All women and men 100.0 100.0

Higlier inclpftg incompleted 6.7 7.9
Semphigheiw* 4.4 1.8
Secondary including incompleted 22.5 17.2
Basic vocational 10.1 22.9c.
Primary completed' 51.1 , 45.5
Primary incornpleted 4.6 3.8
No data 0.6 0.9

* schools of nursing, for instance
Sour.ce: Census 1970
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women.physicians already in the inter-war period (see
table 9) and in the first post-war years the highest
proportion of women in higher education was in medi-
ca1 schools. In the following years the proportons

nged, which is probably attributable to the measures
lied by the authorities to check the feminisation

of Studies'in fields where it assumed great dimensions
(table 3). Nevertheless, women conitituted 50.2 per-
cent of medihl and 81.3 percent of dental graduates
in-1973 (table-9). As table 3 shows, the proportion of
women in the medical profession declined by half in
1951-1967, while their share in technical vocations
doubled. This can be attributed to measures of another
kind, namely, those aiming to stimulate a rise in -the
nuinber of women students in fields where they are
relatively few in proportion. As a result, there has been

138 a change in the structure of studies chosen by women
which will most probably continue. The range of
faculties chosen by women is expanding and is depart-
ing ever more and more from the so-called typical
female preferences.

Nevertheless, there are visible differences in the
lifkupational structure of women. and men with aca-
Vnic education: While about 45 percent of women
with academic training are concentrated in health and

, humanities almost the same proportion of men is
-involved in engineering. (Table 4).

B. Work
The proportion of women of the total employed out-

side agriculture was 39.3 percent.in 1970. Diagam 1
presents participation rates of urban women in five
age groups in the labor force in 1960 and 1970.

The"rise of the proportion of working women in
1970 in each of the five age groups is observed; but
interestingly enough, the increase was the sharpest in
two age groups: 25-34 and 35-44 years, those periods
in which domestic responsibilities are the greatest. Dia-
gram 2 presents differences between Poland and USA
in this respect.

Diagram 3 shows participation rates of urban female
and male in the labor force 13).; age.

Whereas in Table 5, general trends' of the employ-
ment of married women are presented.

Differences between Poland and USA in this respect
are shown in Diagram 4. At present,as much as 75
percent of working women in Poland are married, and
the majority of them are mothers. Neither the number
of children nor their ages exert any great influence
on women's vocational activity. Thus, 64 percent of
mothers with children up to the age of three, 71 per-
cent with the youngest children between four and seven
and 74 percent with children ol 14 to 18 years of
age are working, as are 77 percent of mothers with
one child and 63 percent with three children.I

After their maternity leaves, 70 percent of the
mothers return to work. The influence of education
and type of occupation on the decision in this respect
is shown in Table 6.
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Table 3: Distribution of Female Students in Academic
Schools Aihong Various Subject Areas, Poland 1951)-
51 and 1966-67 .

Subject area 1950-51 1966-67

Percent

All students 100.0 100.0
Medicine, dentistry, pharmacy * 30.8 15.1
Humanities's* 20.8 22.6
Law and economics** 20.8
Mathematics, physics, **

chemistry, biology 13.9 15.6
Engineering* 6.4 14.8
Agriculture *
Fine arts *

5.1
4.6 1:1

Including social sciences, psychology,
foreign languages, journalism
* university

** Higher professional schools
Source: "The Woman in Poland", The

Office, 1968

education, Polish,

Central Statistical

Table 4: Distribution Rates of Women and Men With
Academic Education Among Various Subject Areas,
Poland 1970

Subject area Women Men

Percent

All women and men 100.0 100.0
Medicine, dentistry, pharmacy 22.0 8.5
Humanities 23.2 11.7
Economics 13.4 11.9
Law and . adininistration 5.7 8.3
Mathematics, physics, chemistry,

'biology 11.8 5.6
Engineering 11.5 41.5
Agriculture 6.8 8.6
Fine arts 4.0 2.3
Other 1.6 1.7

Source: Census.1970

Table 5: Participation Rates of Urban Married Women
in the Labor Force in Four Age Groups, Poland 1960
and 1970

Age group 1960 1970 Difference

-20-24 years* 51.3 65.5 +14.2
25-34 . 43.8 68.5 +24.7
35-44 39.2 66.0 +26.8 l'
45-54 29.9 53.7 +23.8 a:

y.

* For 1960 age groups 18-24 years
'Source: Censuses 1960 and 1970

Table 6: Married Women .at Work Six Months 14-,

lowing Maternity Leave, by Occupation, Pokhg 1963

Occupation
'Percentage

at work

-Teachers 94.7
-Doctors and pharmacists 94.2
-Nursery school staff 84.9
-Engineers and technicians 84.2
-Production workers in industry

and construction
skilled . 70.0
unskilled 49.9

-Charwomen 48.0

Source: A. Kurzynowski, .The Continuity of Work and Ma-
ternity, Warsaw 1967.



Diagram 1: Particifiation rates of urban women hi five
age groups in the labor force, Poland 1960 and 1970
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Source: M. Sokolowska, K. Wroano: "Women's social
position in the light of Statistics," Studia Sociologiczole, 1965, 1
and Census 1970.

C. Participation in the Social and Polidcal Life.
Managerial posts"Decisionmaking"

For most working women in Poland "top" positions
are unattainable simply because there is -.no equality
in family duties. Everyday observation proves that a
regular job, even in an academic professionan, -

sometimes "fitted" into the pattern of life_f*r. Oat -

job and family dutiei can- be reconciled with§4 tvting., -
all the aspeets of lift-uPsidCdown. Howe7A zaia-

. ' .

Diagram 2: PartiapatiOrt rags of,. women ia the 'Iaboi:
force, roland. (urban *omen,' 1966- and 1970)
USA$960 smd.1969) by age ;-
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males in the labor forte by age, Poland 1920
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tween social ',classes, but it has by no means auto-
Matically changed the relations between family meta-
bers. The; patterns of family life change at a much
slower pace. Many huisbands, and wives too, still stick
to the traditional image of relationshipOetween the
spouses and between Children and parents, as well as
to the patriarchal model of power in the family and

,the ensuing division of respOnsi6ilities and duties. Let
us not forget that almost half of the Polish population
live in- villages--and-that---the Catholic Church- still-
exerts its powerful influenCe. But the social and eco-
nomic background, once sufficiently-justifying the tra-
ditional images and models, has changed radically. In
the new situation of a family in which u woman earns
her income, the strategic problem is that,of a redefini-
tion of the roles of.the husbarid-and-father and of the

140 wife-and-mother.
The fact of employment of a wife-and-mother has

not influenced very much the distribution of domestic
chores. Though in the families of 'working women the'
contribution of the husband !and of the other house-
hold members is twice as high as in the Other ones,
still ,it remains rather meagre.2 A rePflvely small
proportion of. women benefit from communal services
such as: cantipns, _laundries, etc. The bulk of house-
hold work continues to be done at home and belongs
to the sphere of activity also of the working woman.5

Seventeen percent of urban working women use
the day-care center for their children under three. years
of age. Forty-eight cercent use the irindergarden. Fif-
teen percent of the urban families with women aged
21-47 years live ,with their, parents. FaMilies with
women aged 21-34 years live with parents allgost five
times more frequently than families with women aged
35-47 years. About 30 percent of children of the
young couples are reared by grandparents.* Neverthe-

.1ess, care and rearing of children is mainly the mothe
task (Table 7).

Table 7: Percentage Division of Child-Care Responsi-
bilitied Between Mothers and Fathers, Poldnd 1967*

Mother's occupational
Children aged Children aged,

077 years 8-18 years

Mother Father Mother Father

Working
Non-working

Percent

81 19 78 22
93 7 88 12

*Nationwide representative urban sample of 1,677 married
women aged 21-48 years and ,500 husbands (all child-care
functions= 100)

Source: J. Piotrowski; "Family needs resulting from an in-
increased employment of married women," 1969.

owever, there are already examples showing chang-
ing a 'tudes and behaviour also in this area. Pioneeri
of the new pattern of family relationships are young
married couples of professionals living in cities, "dual
career" families. A study of a. group of couples in
which both husbands and wives are engineers, living
and working in Warsaw revealed that there is n actual
partnership there.° It is expressed in mbre eq

vision of the domestic duties, in common child-care;
common holidays and pastimes. An.important place hi
the Marriages of young engineers Li occupied by pro-
fessional discussions and by mutual help in those Mit-
ters that concern them as a couple. None of .the women
engineers seriously considers the possibility of quitting
her work for good, since, they see their professional
acti,ity as an indispensable element in a woman's life,
like having a family.- The couples of young mediCal
doctors -were never -studied-in-this-way-but I suspect--
that the results would be similar.'

New patterns of life have been tradhionally modeled
by the educated class in'poland. 'the 'Way of life 'and
the cultural patterns of the "enlightilned" have for
centuries provided progressive models of the sYstems
of values. Thus, it may be expected ihat the new pit-
terns of family relationships, being now shaped by the.
educated and professionally active, will be accepted

. and adopted by the society at large. These patterns
arise as a. result ,of rationalization'and individualization
of social behaviour of individual people and families.

Underlying them are far-reaching changes in. the sys-
tems of value; cherished by men as husbands and
fathers and by women as wives 'and mothers. I,

Polish data also reflect the universal phehomenon of
the decreasing share of women as we move up the
hierarchy, even in the most feminine occupations. The
percentage of women in top positions, as in other
countries, does not correspond to the percentages of
educated women in general and to the proportion
of men in those positions (Table 8):

The proportion of women among full professors is
5.2; among asiociate professors, 11.5; among dotsents
(A) 15.5; among doctors, 28.0.5 The proportion of
women among deputies to the One-chambered Parlia
ment (Sejm) was as follows:

1952-56 17.4
1957-61 14.4
1961-65 4.1
1965-69 12.4
1969-12. 13.5
197Y 15.9

In government administration there are almost no
women:

Council of State (B)
Council of Ministers (C)

/Ministers (Secretaries of State) .

Vice-Ministers . ,

Foreign Service: Ambassadors

The Editorial Boards of three leading Warsaw week-
lys; "Polityka% "Kultnra" and "Liferatura" include
75 members; there are four women among them.

al di-1

The degree of dotsent (venia legendi) rioughly cor-
responds with the title of associate professcir in
USA
Composed of president, four vice-presidents, secre-
tary and 11. members
Composed of president (prime minister), six vice-
presidents and 22 ministers (the number of vice-
presidents and ministers is a subject of change).

,



Table 8: Percentage of Women in Higher Work Posi-
tion of Polish Industry, 1964 and 1968

Position 1964 1968

Women as percent of total
workers in position

Director 1.9 1.5
Chief engineer, vice-director
for technical affairs , 2.2 2.3
Vice-director fOr management 3.6 4.6

-Chief-mechanic, chief power engineer,
chief technician 2.7 4.2
Head of production section 8.2 7.1-
Section mechanic, power engineer,.

'technician 9.7 13.9
Senior foreperson 1.7
Foreperson 3.9 5.0
Chief bookkeeper 38.2 30.6
DirectOr of finance section 17.5 23.6
Senior financial consultant 37.6 58.2
Financial consultant 50.8 76.9

Source Statistical Yearbook of Work 1945-1968, Quoted by
K. Wrodino, Problems of Women's Work, Tradeunion
Publishers, Warszawa 1971.

II. Women in Decisionmaking in Health
Health was never studied in Poland in a way rele-

vant to the present paper (A) and die only existing
data I was able to use in this paper consist of the

. routine statistics. However, it seem's to me that these
data, together with the first part of this paper, are suf-,

' ficient to give a notion and.general idea about the
'problem..

Under "women" three groups of professionals are
understood: physicians, dentists and phIrmacists. They
are the only academically trained professionals "spe-
cific" to health.(B)

No attempt will be made to define precisely the
complicated and somewhat vague terM "decisionmak-
ing". There are 'several levels of decisionmaking in
health and at leasi two main forms: 'professional and

Ieneral managerial. The firkt involves definite qualifi-
cations and skills of a phYpician, closely connected
with his or her professional role. The second form re-
lates to the area where there is no clear test of per-
formance and demonstrated expgrience does not guar-
antee competence in a current task..

Speaking about the first: professional form of de-
cjaionmaking in health, I have in mind a doctor who
.iett healer of the sick individual.7 A healer operates at
a direct, most dramatic level of decision involving
questiolA of life and death of a given -person. Obvi-

(A) For instance I have in mind such studies as "Women
in Medicine" by M. Jefferys, "The Female Physician
in Public Health" by J. Kosa and R. E. Coker or the
already quoted Polish study of the married couples
of engineers by B. Lobodzinska, which could be
carjed out in a similar way on a group of married

ele of physicians.
(B) Mlical schools in Poland do not bang to uni-

They are supervised by Ministry of Health
anLSocial Welfare and-they are composed of three
faculties: of medicine, of dentistry ("Stomatologia")
and of pharmacists. There is a gewly. established
faculty of nursing in one of the medical schools but
there are no data yet indicating the role played by
its first graduates in the health- system.

ously, it is a highly specific area of choices and de-
cisions and it seems that just because of it the doctor
enjoys such a high prestige in modern society-. The
high proportion of women physicians in the socialist
countries-a proportion unequated anywhere else in
the worid-may be interpreted as a tremendous gain
by women of a unique power and rights granted by
society to its scientific healers.

No research was carried out in this field but it
_ seems that the variable feminine sex does not influence
the authority, of 'a dOctor. In spite-of "feminisation" of
medicine he or she, enjoys a very high social prestige.
In Poland, the variable feminine sex is prObably less
important than the highly speCialized.professional role.
Perhaps it is due to the fact that the population be-
came used to the image of a woman doctor who in
Poland has a long tradition in medicine.

Table 9 shows the number of physicians, dentists
and pharmacists of both sexes in the years 1921-1973
and the increasing percentage of women in these pro-

,.
fessions.

, Table 9:, Number and Percentage of Female Physi-
cians, Dentists, and Pharmacists, Poland: Selected
Years, 1921, 1960-1973
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Year Physicians Dentists Pharmacists

Number of Wonien

1921 656 1,296 569
1960 11,024 7,28 5,856
1970 23,459 11,066 9,924
1973 27,575 12,269 11,505

Percent

1921 12.0* 51.1 16.0
1960 38.4 78.2 73.9
1970 47.6 81.3 80.7
1973 50.&) 81.3 83.1

* 20 percent of doctors in 1931 were women
Source: Statistical yearbooks.

Already in 1921, die first census in Poland revealed
a relatively hig t? percentage of women physicians and
dentists practicing medicine (table 10).

Table 10: Percentage of Women Physicians and Den-
tists in Sblo Practice and Employment, Poland 1921

1921
Type of work women

Physicians Dentists

' Women as percent of total
in type of woit

Independent-solo
practice 16.1* 50.2
Employee , 14.2 49.7

* 28.2 per. cent in 1931 ,

Source: Censuses of 1921 and 1931.

Table 11 hows the distribution and proportion of
women with doctoral and dotsent dissertations in
selected specialties of medical sciences: these where
women predominate (pediatrics, ophtamology, micro-
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biology), where thqi .con;itute almost a half (bio-
chemistry and biophysics, .,medicine), and where the
proportion of them itthe smallest (obstetrics and gyne-
cology, surgery). These data point out the wide range
of specialties chosen bY Women doctors and dotsents
for their careers in the higher academic or professional
ranks. Even in.surgery, the most traditional masculine
area of medicine, the proportion of women is quite
impressive (16 percent). ,

'Table 11: The Total Number of Dissertations for Doc-
tor and Dotsent Degree:in Medical Sciences and Per-

. centage of Women by Selected Specialists, Poland
1960-1969

4 .rt,
Doctoral dissertitions Dotsent diisertations

Specialty Percent142 Total Number of Women
Percent

Total Number of Women
Pediatrics - 293 74.1 39 74.3
Ophthalmology 93 66.6 27 51.8
Microbiology 129' 62.7 33 39.3
Biochemistry,
biophysics 139 46.7 41 17.0
Medicine 723 38.8 135 22.2
Obstetrics and
gynecology 276 '20.2 -48 12.5
Surgery 666 16.6 129 6.2

Source: Statistical Yearbook of Science, 1971.
!

.

The percentage of women physicians holding the de-
gree ir: doctor and dotsentOncreased 'markedly between
1968-1973 (Table 12) dhd it is much higher than
the proportion of women in all disciplines holding
doctoral and dotsent degrees.

Table 12: Percentage of Women Physicians Holding
Doctoral and Dotsent Degree and Nominated to Pro-
fessors, Poland 1968 and 191,3

Professors Dotsents Doctors

Percentage of women
1968 13.8 20.8 32.7
1973 12.0 25.7 36.9

Source: Census of Personnel, 1968 and 1973.

In fact both,the percentage of women among per-
sons holding the highest academic degree of dotsent
(25 percent) as well as the degree of doctor (37 per-
cent) are rather impressive, as compared with many
other countries. Undoubtedly, the decisive factor is
a large number of women physiciansthe existing
"supply". Their pressure upwards results in breaking
the consequent barriers and 'permeating the occupa-
tional structures at the consequent levels with women.*

On the contrary, it seems that there is no similar
ladder from the occupational to the general managerial
structures. Although for managerial positions in medi-
cine in Poland medical qualifications are required, it is
not sufficient proof of competence in areas of general
management. As the British authors state:

The lack of increase and even the slightly decreased pro-
portion of women among persons given the title of pro-
fessor may be explanied by the fact that the main wave

_las not yet reached the level of professorship. Professors
are usually older or much older than dotsents.
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, '"Women have been able to win acceptance in
senior posts most easily when these posts require
a definite qualification.which a woman can show
that she has, as with a efoctor. research scien-
tist. . . . But today managemen too iS coming to
include an increasing ' element of definable and
respectable skill. The route to.the top in manage-

grient leads more often, and over a greater propor-
tion of a career, through specialized fields where a
demonstrable skill or qualification is required.. ..
It is at least'a possibility-that as these trends de-
velop, the opposition to women in management
will.crumble as that to women as individual per-
formers at senior levels has already done".8

It.is the area of general management that masculine
prejudice operates most strongly and men's judgement
of what women can be expected. to achieve is, further-
est from reality.

"Here are the major power centres and the area
where threats of competition are likely to be most
strongly felt. Here is where the optical illusion
of family is likely t have most effect. The mother
of the family may ill have a special skill in this
or that domestic or other art as well as high skill
in informal relationships. Men who are used to
seeing a wife exercise these skills at home will not
be greatly Surprised to see her or another woman
exercising skill of the same type in a work situa-
tion. But the style of overall management in a
home is likely to be different from what is appro-
priate to the control of large formal organisa-.tons . . . It is again of course in management
that, because.too few women have yet the chance
to .reach management positions, the self-fulfilling

- prophecy opeptes most strongly: the tendency to
force low levels of aspitation of women and for
women themselvei to live down to em." 9

Table 13 mirrors this situation to a certain degree.

Table 13: Percentage of Women Administrators, Se-
. lected Managerial Posts in Health, Poland 1973

n
Ministry of Health and Social Welfare

Secretary of .state
Deputy sitcretaries of stite
Directors lof divisions

Heads of departments of health, voivodship level
Directors of community health centres
Deputy directors of community health centres
Directors of hospitals and out-patient clinics
Deputy directors of hospitals and out-patient clinics
Chief physicians in hospitals and deputy chiefs

Source: Census of Personnel, 1973.

6.5
15.4
38.6
25.7
36.9

It is an unexpectedly high percentage of women among
directors of hospitals and out-patients clinics (38.6)
that seems to be a new development. The post of
the director of a hospital can be lOcated "in-between",
be0;veen the professional structure afid the managerial
one. A high proportion of women occupying this post
represents an interesting trend which should be care-
fully observed.

Another interesting phenomenon is revealed by
,-Table 14: women administrators are younger than men
tt thf corresponding posts.

4



'Table 14: Age of Men and Women Physicians in Health Management, Selected Posts, Poland 1973
Age Groups

Poet Total Under 30-39 40-49 50-59 60-64 65 &
29 ovee

Directors of communily
health centers:

Men
Women

100.0
100.0

0.2
8.1

26.8
18.9

60.6
56.7

11.0
13.5

1.1
2.7.

Directors of hospitals
and out-patient

-clinics:
Melt 100.0 1.4 20.5 46.6 18.5 5.6
Women 100.0 3.6 37.2 43.3 13.0 12 1.5

Chief physicians in
hospitals & deputy
chiefs:

,

Men 100.0 0.2 16.6 50.8 20.7 7.7 3.7
Women 100.0 0.4 49.6 17.4 2.5 0.7

Heads of rural
health centers:

Men 100.0 14.6 46.8 31.1 4.8 1.4 1.0
Women 100.0 28.8 48.3 17.3 4.5 0.3 0.5

Heads of other health
establishments:

Men 100.0 6.3 27.8 28.3 19.1 10.1 8.0
Women 100.0 11.3 35.4 30.1 17.1 4.3 1.5

Source: Census Personnel, 1973.

The preoccupation with the general management
area should not leave other phenomena out of the
attention of the students of decisionmaking in health.
Table 13 shows that 37.0 percent of chief physicians
in the Polish' hospitals are women. It means that in our
country- the professional decision in health at a high
level of competence and responsibilit comes almost

. .
equally from men and women.

Conclusions
Materials presented above reflect both the universal

and the local socialist-Polish traits of the present
phase of the process of change in the i)osition of women
in society. A few words about the universal side of
this'process: it was only a few 'decades ago that the
first women ever stepped into the colleges and uni-
versities. Time has passed rapidly indeed; we must
concede this, if we think about the enormous scope
of change that has occurred: from the struggle for,
admission to universities, to about one-sixth of women
among college professors in Poland; from only a few.
women Physicians at the beginning oft the century to
almost a half of the profession now; from researches
on "the delicate feminine organism" to prove that
academic studies are noxious for women, to space
exploration tasks in which' women participate.

As far as the local socialist-Polish side of the story
is concerned: The data presented show a somehow_
slow but steady increase in the percentage of women as
active participants of the social and politicallife._ The
coming years will bring further changes. In sociajist
countries there are favorable corittions for such
changes. This is evidenced by at least three facts:
1) A great majority of working women continue to be
employed during their whale lifetime, similar to men.
This is a -basic precondition of avoiding playing a
marginal role at the place of work and to becoming a
necessary member of the staff, with opportunities fait

-
advancement. 2) There are high percentages of women
in the professions. Professional work, e.g., of a physi-
cian, is a risponsible one at any level. Still, women
professionals are by no means exceptional: a woman as
a physician, dentist, lawyer or even engineer can be
mat everyday in Poland. 3) The barriers to winning
scientific degrees by women still exist, but at higher
degree levels, principally.

The socialist countries have shown to what extent
,the position of women can be changed by changing
the macro-structure Of society. This was achieved by
the appropriate systenis of law, education and employ-
ment. Further changes depend on transformations in
social micro-structures: in human and family relation-
ships and in the traditional feminine and masculine
role images. Human consciousness in this field, as
much as in others, changes less rapidly than the
economic or political institutions.

The health area in Poland is an exciting laboratory
for studies on these processes of change.
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Analysis of the Role of Women in
Health Care Decisionmaking
I U.S. Response to a Lo Olc at Poland

Nina B. Woodside, M.D., M.P.H.
Director, Center for Women in Medicine
The Medical College of Pennsylvania
Philadelphia, Pennsylvania

It is a privilege for me to discuss Dr. Sokolowska's
excellent paper on the vital subject of the role of
women in health care decisionmaking. ,

I will begin by giving my specific reactions to a
number of the points made by Dr. Sokolowska. Then \
I will attemOt to ,relate her presentation tolfactors
influencing the status,of women in health care'Ckcision-
making in the Unlied States and to suggest some
strategies for improving their status.

Dr. Sokolowska made a very good point about de-
cisionmaking being of two types in the health field
professional and managerial. I strongly agree and the
distinction between the two should not be overlooked.

Dr. Sokolowska also rnintioned several factors which
in Poland m# be keepng women out of management:
the lack of any train ng or educational program in
management; male fe r of competition from wonten;
and the so-called optical illusion of falnily responsibili-
ties as' an impediment. She also pointed out that in
Poland there are no clear career ladders for progres-
;ion from professional practice to managerial level of
lecisionmaking. She implies that, as- in England per-
haps, as specific training and definitive credentials for
i field of managtment are developed, women will go
ifter the training and credentials and.move ahead into
nanagement. Now, however, she feels managerial posi-
ions are not feasible for women in Poland because of
rregular job hours, and the need to concentrate on
work and subordinate other aspects of life to it. Is this
rue here? Perhaps I am too optimistic for the U.S. but
his conclusion is hard for me to accept. In this country,
here are several educational routes for training both
physicians and nonphysicians in administration or man-
gement: public health administration programs in
chools of, public health, health care administration
irograms at graduate and undergraduate levels in
chools of government and business administration or
Ither schools in universities, and medical care adminis-
ration programs in a variety of schools and universi-
ies.

Dr. Sokolowskt, also noted that in Poland an in-
reasingly higher percentage of directors of hospitals
nd out-patient clinics are now women and that female

administrators are younger than the male ones, a recent 145
phenomenon. Also 40 percent of their decisionmakers
at this level are women. Such is not the case in ,the
U.S.

I don't believe I agree with Dr. Sokolowska's com-
ment that home management skills which woMen have
are not'applicable to the management of larger organi- .
zations. I would like to5 see some research on this
subject.

I was somewhat surprised to learn that faniily rela-
tionships have not changed much in Poland in spite
of the major socioeconomic changes. Again, I wonder
if I am too optimistic for the U.S. Polish women still
have the advantages of the extended family to a greater
degree than I think we have here. Their new life styles
in dual career families, however, seem very similar to-
ours.

It is disappointing that in Poland as in the U.S., top
positions in the health field are not acces to women.
What does this portend for us here? -we apply
some preventive strategies now we ma tie in this. -

pme fix! All physicians are very good x6fessional
decisionmaking, regarding the individual patient; be-
cause that is how they are trained and the sex of the
physician makes no difference. Not all physicians art
good at general managerial decisionmaking or even like
it or desire it. Most physicians enter medicine in the
first place to do the professional decisionmaking". How-
ever, why should the managers be mostly male? How do
the males get to be 'the managers? Should women be
managers, too? And if so, how? That is what we are
discussing in this sessiOn.

Maximum changes have been made in Poland in the
macrostructure of societythat is, in laws, education,
jobs, and so forth. We are only beginning to work on
some of these here. In the U.S. we have been putting
our efforts, through the feminist movement, for exam-
ple, on changes in the microstructures of societythat
is, changes in human and family relationships and in
traditional male and female role images. How do we
combine the best of both kinds of approach and speed
them up in order to improve the status of women in
health?
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Factors Influencing Status of Women
In Health Care Dedslonmaking

It is my observation that women's problems in
achieving status as decisionmakers in health care are
primarily due to factors in professional life on the one
hand and personal life on the other. Secondarily, they
face problems as a result of the influences of these two
factors.

The primary professional factors are well known.
Among these is the reluctance to lose opportunities for
patient contact or cootact with clinicians by going into
administrative activfifies. This is aggravated br the
psychological and sociological barriers that women face
because they do not have access to the informal chau=
nels of communication among their male peers, by the
real hardships of being the token or solo womak in a
decisionmaking body, by the relatite lack of ciedearalt--
ing, by medical specialty boitd certification compared
to men, and others.

Other professional factors . hampering women's
achievement of decisionmaking status are periodic un-
professional statements by detractors in both public
and professional media to the effect that women are
unfit to hold high office because their decisiomnaking
process is influenced by their menstrual cycle and de-
structive statements by observers of group functioning
or team functioning who feel that women haye a sub-
culture of their own which causes them to be dependent,
flirtatious and politely competitive, ithich in turn causes
considerable delay and difficulty in deasionmaking in
teams consisting largely of or led by women.

And, not least of all, women are adversely affected
by the simple lack of awareness among men in the
medical establishment, voluntary agencies and policy-
making boards and committees about the role of women
in decisionmaking and how to improve it.

Primary 'factors in the personal life of women which
can be problems hi achieving status in decisiomnaking
include confused self-identity and fear of success.
Women function within and without the health care

/ fields as patients, providers, and procurers of health
services for their family. They must meect the demands
both of the professional role and the personal role as
homemaker. Tbe expectancy that success in achievo-
ment related situations will be followed by negative
consequences arouses fear, of sucoess in otherwise
achievement motivated women which then inhibits their
performance and levels of aspiration.

These professional and personal life faitors and
others create many problems for. women. They con-
tribute to the systematic exclusion of women from

isionmaking positions and their resultant powerldss-
ness in the health sector.

Women physicians often co -opted by tlie male medi-
c 1 establishment consciously and unco ciously hazie

opted the exclusionary attitudes of their male col-
leagues and frequently are accused of becoming "one
of the boys". They may unwittingly neglect to use the
power that their prestige would give them to increase

the OUR for all women in health bare. Also, the .
highly I and successM kind of woman now reach-
ing decisionmaking level is often held up as a standard
which other aspiring women must meetas super-
womenin order to acquire decisionmaking status.

Where women are subjected to curricula and ,text-
books geared to "traditional" male and female roles,
they are" crippled in their creativity and stifled in their
intellectual development but more importantly they
are at- risk of falling into lhe hap of elitism whereby--
physicians are not at ease relating to 'women at lower
ranks in the health field.

Another result of all of these factors is the down-
grading effect which may be produced by rapidly in-
creasing the number of women in a particular field. A
current example in the United States is the field of com-
prehensive health planning which is seen by some edu-'
cators and practitioners as a "good" field for women as
opposed to the field of health administration. My,
observation is that salaries and rank will be lower, if
they are not already, in the planning field than in
administration.

Sonie Strategies to Improve the Status
of Women in Health Care Decisionmaking

In light of what we know about these and other
problematical factors, what Strategies carr be identified
to 'improve the status of wonied in health care decision-
making positions? 1 have identified some ten strategies:
extra market role evaluation; political and public in-
volvement; career options and career advancement;
acquisition of management skills; assertiveness training;
career path reasSessment and, lifelong learning; new
career patterns and institutional 'changes; networks for
various purposes; affirmative action and legal routes;
realignment of responsibilities in the home. I will
clittscuss most of these briefly; some are self-explanator.

Extra Market Role Evaluation
Women as health advocates for their family have

great experiences in utilizing the health care system.
Also women are active in uncompensated work in
voluntary health agencies, in the provision of child care
in theit home as well as care for aged dependents or
sick family members,' and are also responsible for the
feeding and nutrition of their family. These services are
related to but are putside.Of the health system, the so-
called extra Earket servica'thus women, because of
their currently unique role, serve as the interface be-
tween these nonpaid but .health related responsibilities
and the health Ostem. These contributions to society by
women today need economic analysis. Certainly women
(and men) should recognize thb value of these experi-
ences as planning, coordinating, and decisionmaking
activities.

Political and Public Involvement
Women need Areater involvement in the political

process and pubN lifei as you have seen and heard
throughout this conference. The proportion of women
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holding policymaking positions in the legislative, ju-
dicial, or executive branch of government is growing

*but remains pitifully small in most nations including
the United states. Moreover, where women have gov-
ernment posts they often are entrusted primarily with
responsibility for worhen's kinds of programs, such as
Maternal and child health activities. Women health
workers inCluding physicians 'must be involved in
public and political processes enabling them to speak

for matters related tp their profession, such as better
*likes and research regarding the health of women,
social services for the aged, improved ervices for
prisoners, research in male and female contraception,
the mental health of women and others. It is an un-
fortunate and even offensive oversight that not a single
woman is included on a recently appointed committee
in the executive branch of Government for the pur-
pose of advisinithe President on expenditure Ofscarce
funds for biomedical research..

Career Optioqs and Caieer Advancement
At 'the 1974 Action Planning Workshop sponsored

by the Center for Women in Medicine, participated in
by many of the men and women here today, a series
of recommendations for research and for program de-
velopment were made regarding increasing career op-
tiOns and promoting career advancement to acquire
power for women. Research was recommended to
determine who controls professional .groups (for ex-
ample, surgery compared with pediatrics), to determine
the representation of women on decisionmaking com-
mittes and in professional organizations, to identify
officers in various professional organizations, to identify
how panels and programs for professional Meetings
are organized, to identify who hires, and to evaluate
affirmative action plans for each medical school. Once
these and other data are available presumably appro-
priate action can be taken to increase career options
and advancement.

Acquiring Management Skills
Women physicians still are less apt than men to enter

entrepreneurial activity such as private solo practice.
Therefore, they need management and decisionmaking
skills in order to take leadership roles wherever they
find themselves practicingwhether they are in medical
teaching, group practices br organized centers, or are
salaried in government, hospitals or other institutions
or community agencies, or are doing research. It should
not matter whether they are' working full-time or less
than full-time or in some flexibly scheduled arrange-
ment. The 1974 workshop, referred to earlier, recom-
mended the establishment of effectiveness workshops
to train women physicians and other health workers in
management skills covering topics such as how to be
invited to join professional meetings and decision-
making committees, how to influence trhavior at pro-
fesSional meetings, how to become a leader and in-
fluence behavior in group setting, how to influence
policymaking committees, and what are the rules and
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routes to obiaining funding. This effectivenoss or "how
to" training can be carried out On the job through
relationships between_ educational institutions and
operating agencies or organizations. Certainly universi-
ties can be encouraged to respond actively to these
imperatives for training for social change. Such training
programs in self-development for Women in manage-
ment might include discussions about developing self-
awareness as women, improving,interaction with others
in organizations, developing managerial skills, inte-
grating professional and home life, and translating
mVareness into action.

Assertiveness Training
When women have acquired these management skills

they must then put them to uie. Women, including
highly educated professional' woMen,.. benefit from
assertiveness training. Women thenisilves and the men
who are sensitive to their .problems', must assertively
pressure, for the inclusion of women In policymaking
on voluntary and professional boards, committees; and
task forces, 'on panels in the Department of Health,
Education, and Welfare, on health planning bodies, and
on governing boards of health care institutions. They
must pressure for employment of women in policy and
decisionmaking positions at all levels. Collectively
women and men in all health occupations must achieve
power over their own conditions of work and practice,
the content of their discipline's knowledge base and'
credentialing in their field:

As women move into these decisionmaking positions'
we must be assured that there is always more than one
woman so placed. If a solo woman is involved she is
subjected to becoming a deviant member of the group,
isolated, or low in status. If one finds oneself the solo
woman in a decisionmaking group there are 'strategies
for increasing effectiveness and avoiding depression.
Such a woman must become independent, assertive, and
competent in group functioning. Group leaders, tg.
course, also need some training in allowing for and
maximizing the effectiveness of women in the group.
Men have more opportunity to learn how to function in
a group early in life. One way to give such opportunities
to women is to begin to include them as students on .

decisionmaking 'committees.

Career Path Reassessment and Lifelong Learning
Other strategies which are becoming important in

improving the status of women in decisionmaking posiz
tions are periodic career path reaslessment on the.part
of women and new institutional arrangeMents on the
part of the health care system. Less than full-time
UCtivity or even discontinuity will continue to be a fact
of life for women in the health field. For both men and
women who are wor
well as for those wor
education, re
learn new m
their professio
familiar with what these opportunities will mean to

ng full-time'and continuously, as
Ing less than full-time, continuing

ducation, and periodic opportunities to
terial in their field is essential, Early in
al life women especially should become



thein and such opportunities should be closely co-
ordinated with their periodic career self-assessment.
Retrofit* and re-entry opportunities as well are
mandatory for women (and men) who have been in-
active or .who have worked in highly specialized areas
of research _or teaching ind with to return to clinical
activity. In order to maintain their career commitment
women need both the same opportunities as men and
also special opportunities to keep up with the explosion
of knowledge and to fulfill their life in these times of
incrbasing longevity. Because of the trend toWard more
complex educational and occupational patterns for"both
men and women, the innovative programs developed
to meet women's needs are being sought by men as
well. Without such programs women cannotrbe or feel'
maximally competent to function in deciionmaking
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New Career Patterns and Institutional Changes

New cat eer patterns and institutional rearrangements
-are by no means limited to women but Will offer women
an adVantage in improving their status in decision-
making in the health field. Such thingsdas reduced
schedule graduate training, flexible schedule or shared-
time jobs, commuting life style, partnership or peer
working arrangements with spouse, group practices, and
team teaching or team servihe provisions, will all help
women overcome the barriers to full involvement in the
mainstream of health care including decisionmaking
and prevent their being only on tie fringes. Also in this
regard, many of us here are calling for the introduction
of institutional democracy in the healtfi sector as a
political strategy for change, with control of the institu
tions bAthose who work in them (the majority, of whom
are women) and 'those who are served by them; that
is, more equitable socioeconomic class representation in
the health sector as well as-the representation of women
and other disadvantaged groups.

Networkifor Vadous Purposes
Women must learn to support one another and en-

courage one another to take leadership roles. There is
a need for a systematic* national communication net-
work for women in heal care. Research is needed to
identify women health w. " .' who are available to
communicate about wanen health care. Through
such tools as a newsletter an. a speaker's bureau, a
network of concerned women in leadership positions
could be responsible for a women's focus at each 'na-
tional' conference of a health or professional association

_ and for periodic meetings of persons with particular
interests in women in health careers, health care de-
livery, and health care decisionmaking.

Likewise there needs tO be developed extensive
national networking through talent banks, job banks
and placement services to identify and match up quali-
fied and willing women withOpportunities for service in
decisionmaking groups and positions. To help in the
attainment of an adequate self-image for- women in
health fields, there is a need for supportive groups and
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individual relationships to provide role models and to
share, compare, and examine feelings, experiences, and
behavior. Women in thelealth professions should share
in the expression and solution of problems common
to all. Women need continuity of peers among other
women, for once they get through their professional
education they frequently lose tfmch with women col-
leagues they had in high school or college' and find,
themselves relaiively alone on the fringes of a .man's
world. We need to develop a "biddy" system in'Contri-
distinction to the buddy system that men traditionally
use to recruit and place their peers.

Such networks can serve a variety of other purposes
such as mental support for coping with problems,
career counseling, as a consortium approach to con-
tinuing education and training in management skills,
for incrçasing awareness of sex roles in health occupa-
tions and the relation to socioeconothic status, for rais-
ing awareness with regard to health needs specific to
women, and for identifying and placing women in
decisionmaking capacities. These networks of women
do not necessarily need to exclude men at all timese,
and further they. should ge representative of student%
faculty, and staff, at all ranks of work in the health
care system..

Affirmative Action and Legal Routes
Another strategy to imgroye the status of women in

decisionmaking positiods iitffhes affirmative action and
other legal routes, with WhiCh you are all familiar and
don't need to hear about any further from me.

Realignment of Responsibilities in tke Home
And finally the most important striftegy of all roust

take-into consideration the conditions for women in the
lime place as well as in the work place. This means
changes in the microstructure of society. In the long
run changes in the socialization and life Of women gpd
men at home will be the ultimate and permanent saki-
tion to the question of the status-of women in decision-
making positions. Programs to improve home condi-
tions must include day care centers, school systems and
other institutions to care for and educate their children,
plus the development of a variety of services which
make it easier to run a household, also recreational
facilities for .families, and comprehensive and pre-
vdntive health services for women. Dr. Sokolowskla
pointed out in one of her j5ublications that, family
responsibilities are three fo : Firstly, he biological
fact of maternity, which is not transfcble from
women; secondly, the social aspects of natti.ty, such
as the education and" care of children, which are cer-
tainly transferable and sharable between women and
men; thirdly, housework and the maintenance of the
home place, which also are certainly transferable and
sharable between women and men. Women must begin
to recognize that they can share the social aspects of
maternity and housework responsibilities and they
should begin to1" nsfer these in equitable fashion, not

4only to their s pe but also to all other members of



the family. As new patterns are evolving for the indi-
vidual development of women, the changing role of the
children and the spouse must be fostered. Duties and
responsibilities within the family have to be shared not
merely among the adults but among the children also.
For women, social change, control over thNr own,.
fertility, and the_gradual passing of the authoritarian,',
male-headed family structure mean a wider range of
choices and greater status in decisionmaking not only

. at home but in the health caiefield,ar wherever they
are employed. As women find themselves 'playing the
role of wife, mother and worker, they desire and need
more assistance with housewolk and child rearing which
can be shared. Moreover, the emerging picture of the
woman at home is that she is determined to participate
in decisionmaking in matters of concern both within
and outside the home. These changes demand a funda-
mental change in the relationships and hehavior of all
family members. My spouse and children now say such
things as, "Let's cook dinner for us" instead of saying,'
"Let's cook dinner for Mom tonight".

Even though various scattered data show conclusive-
ly that thingsere still not so good for women politically,
socioeconomically, educationally, in the labor force,
and in personal life, recent years htyvp witnessed major
developments which are tiny sterisiii:the right direction.
These are, firstly, the militant uniliersal resolve of
increasilig numbers of women (anfrifien) that they will
no longer be shut out from the political, economic and
social life of their times and, secondly, the growing
awareness of governments that a healthy modern society
cannot continue to waste human resourcei by discrimi-
itation on the grounds of sex (or economic or social
class, or ethnic or minority status, either).

Our world is certainly less of a man's world today,
but it is still not yet a people's world. Even in many
nations where legislation requiring equel rights and re-
sponsibilities for women has been around for many
years, the process has been slow. Lest 'we become dis-
couraged too soon, we should not overlook the under-
lying importance of the time factor in the emergente
of changes for the better in the status_ of women in
health care decisiOnmaking positions. in time, as their
numbers, skA, aisertiveness, and socioeconomic
power increase at all levels, women will achieve equal
status in.decisionmaking in the health care field. ,
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Analysis of the Role of Women
in Health Care Decisionmaking
A U.S. Response to a Looleat Poland
The Class Nature of Decisionmaking Among
Women

Judith Ann Spelman, R.N.
Member, Bay Area Negotiating Council
San Francisco, California

I have spent six and one-half years actively involved
in the "Women's Movement", particularly the women's
health movement. I have seen a number of changes

, which have been important to womenchanges that
have improved the material and psychological well-
being of large numbers of women. Examples are the
legalized right to abortion in the United States and
improverants in availability of safe abortion pro-
ceduresNknother change, well represented at this con-
ference, is the advancement of individual women to
prominent positions in government, university and hos-
pital hierarchies. Perhaps the most significant change
has been the generalized recognition of the problem
itself so that, for example, universities have special
admission procedures for women and governments
sponsor conferences such as this one.

Underlying these needed changes that our genera-
tion has seen and in fact created is a problem more
basic than the question of the status of women in the
health sector or any other sector. This is the problem
of class.

Dr. Vincente Navarro has documented the problem
of class as it affects women in his article, "Women in
Health Care" which appeared in the New England
Journal 91 Medicine this past February. lie stated that
"the occupational, class and sex structure of the United
States health labor force is similar to the competitiVe
sector of the economy, (i.e., it is predominantly female,
poorly paid and poorly unionized)] Upper-middle class
men compose the great majority" of medical profes-
sionals, whereas lower-middle and working class women
form' the greatest proportion of all middle level, clerical
and service workers. The chvision of labor is due to the
role of women both in the family and as a reserve of
labor for the economy. There is a virtual absence of the
majority of producersMe lowermiddle and work-
ing class womenin the decisionmaking bodies of the
health institutions". While it is true that some individual
women have risen to positions of prominence, their
decisionmaking nonetheless represents the interests of
the upper and upper-middle classes from which they
come. *

It is my contention that the problem is not whether
a man or a woman writes a piece of legislation, or
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whether a man instead of a woman performs an 151
abortion, or whether a woman instead of a man owns
a large manufacturing company. The problem is not
whether men 4:5-twonten hold such positions of poWer
but in whose interests such concerns are run, in whose
interests the decisions are made. And it must be asked
who benefits from it, who pays for it, who profits from
it? There is no certainty whatsoever that decisions will
be made in the interests of the majority just because
women are making gle decisions.

The Class Problem in the Health Sector
Theoretically the class problem has three parts: first,

a relatively small number of people (some of whom are
women) control important decisionmaking that affects
large numbers of people; second, decisions are based
on self of class interests, not on the interests of the
majority of people; and third, while their predominant
upper class interests are the maintenance of pOwer and
of the profitability of tha businesses, these are not the
predominant cliss interests of the majority of people.

I think in our society it is no secret that the profit
motive underlies most decisionmaking: It at least
dominates overall planning in the private sector.

In the national sector public decisionmaking is domi-
nant by concern with maintaining state and, interna-
tional power aad prestige. Other factors, such as strong
labor union movements and new scientific advances
affect the technical aspects, of plans. When profit and
power underlie decisions it makes little difference
whether they are made by men or women. Despite the
fact that women can be found in certain decisionmaking
positions throughout the economy today, their presence
has not appreciably affected such deplorable con-
ditions as drugs marketed before adequate research has
been done, understaffing that exists in most of our
hospitals, or the absence of childcare-facilities in major
public and Private hospitals. Yet, it is precisely these
kinds of conditions that must be changed before we can
say that there has been a real improvement in the
status of all women.

This is not to say that men and women deci.sion-
makers are not aware of these problems. They are, but,
in the end, the cost of their decisions in terms of money



will be the overriding factor and not the cost in terms
of human welfare. Unfortunately, this has been proved
to me again and again and I would like to give some
concrete examples.

liOne year ago at this time I was walking a p t t line
in San Francisco. I was one of 4,400 register urses
who had gone on strike against 40 health care agencies
in the greater Bay Area. The strike was a drastic step
for a group of health professionals with direct patient
care responsibilities.

The main issues of the strike were understaffing and
the use, of untrained personnel in specialty units. The
registered nurses felt that conditions in hospitals con,-
stituted a real danger to patients and themselves. For us
as workers such conditions meant exhaustion, guilt,
oor performance and laak of jgb satisfaction. We

52 askd for a voice in decisions that determined staffing
on a overall as well as a day to day basis. We felt
that our voice was necessary injhese decisions because
we were familiar with the =Thal conditions on the
floors and in the clinics. The administrators who
actually made the decisions tended to be far removed
from the everyday problems and dangers of both the
nurses and the patients. We also asked that only regis-
tered nurses with appropriate training be sent to
specialty units such as renal dialysis, cardiac care, in-
tensive care nurseries, burn units and emergency rooms.
In most of the hospitals this was not the case. We asked
the h9spitals to provide inservice education to ensure
that a pool of adequately trained nurses was available
to function in those units when the need arose.

This was a strike that affected large numbers of
people, many of whom were women. This was also a
strike that involved a lot of money, in actual and po-
tential "losses" to the hospital as well as missed wages.
Many people involved in the decisionmaking that set-
tled the strike were women. This female preponderance
did not automatically mean that decisions were made to
benefit the people who worked in and used the involved
institutions. At the hospital where I work, for example,
the directoqof nursing who is also the assistant adminis-
trator of the hospital is a woman; the director of public
relations is a woman; the acting director of personnel,
is a woman, one of the Most active 'attorneys repre-
senting the hospital is a woman. The supervisors who
on a day to day basis made and enforced the decisions
to send unqualified personnel to the specialty units were
all women. Most of the striking nurses were women
and many patients were women. .

The dangerous situations that had occurred as a
result of nnderstaffing had been diligently documented
by the nurses. Many concrete examples had been set
down on paper for examination. The hospitals claimed
that the nurses were lying. One hospital first denied the
charge of improper staffing in intensive care units but
when the evidence was in it was later reluctantly forced
to admit to such staffing in the case of "emergencies".
(A nurse from the intensive care unit of this hospital
felt so strongly about this matter that ,she made the
following statement to the press: "If Mt. Zion does

indeed assign untrained nurses to specialty care units'
orily in emergency situations then these areas are in a
constant state of emergency.")

"The hospital managements .stated that decisions
about staffing were theirs and theirs alone. They claimed
that costs of certain changes were prohibitive. They said
too much money had already been lost during the strike
and they did not intend to lose more.

-So it seemed that our demands for safe patient care
and job satisfaction were very expensive. An adequately
staffed hospital would not be a profitmaking hospital.
The women as well as the men in decisionmaking posi-
tions in the hospitals turned out to be first and foremost
defenders of the financial status of the hospitals and not
the defenders of the needs of patients and nurses. It
was a sad lesson to learn.

To move to a more current example, this conference
manifests the same kind of class problem. This is an
international conference on wotnen in health, but who
here truly represents the day to day interests of the
large numbers of women from the lower middle and
working classes? Who here works every day in a
hospital dietary or laundry department? Who here has
worked for ten or fifteen years as a nurse's aide or
licensed vocational nurse on the same floor in the same
hospital as so many women have? Who here uses, Medi-
caid or Medicare to pay her medical bills? Who among
us relies on a slim Social Security benefit to pay the
rent and buy the food?

The fact is that the majority of workers in and users
of the health' care system fall into catygories such as
thesenon-professionals who make .45w salaries and
have little decisionmaking power,in their jobs. It is the
condition that this., majority faces that most demands
remedy. The women who most need a voice and repre-
sentation are not here today. We cannot represent them
from the prestigious positions that we hold.

I must conclude that the promotion of individual
women to positions of prominence does not constitute
a significant cbange in the status of women. The ad-
vances of upper or upper-middle class women still
leaves us with the same class structure underlying the
condition of women. The class structure is still more
powerful than the sexual factors and it still leaves the
interests of a majority of women unrwesented in the
most powerful places of decisionmakiat.

Action that will alter the course of the class nature
of decisionmaking must begin now. Therefore, in con-
cert with some other conference participants, I would
like to put forward a list of minimal changes required
to make a dent in the problem.

*Health care must be delivered in a system where
patient and Arker needs, not company profits
are unquestioningly accepted as the priority.

*All health care institutions must be controlled
by the workers in those institutions and the peo-
ple who use them.

*Day care must be provided at all places of em-
ployment and housework must be paid for.
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Analysis of the Role of Women in
Health Care Decisionmaking
A Look at the Philippines

Aurora P. Asanza, M.D.
Assistant Professor of Pediatrics
College of Medicine
University of the East

_Quezon City, Philippines

There are no significant factors 'that distinguish the
role of women from that of men in making health care
decisions in the Philippines. That is as it should be.
Inclusion and participation in health care delivery, par-
ticularly in making key decisions, are based solely on
standards of professionalism. This means that, regard-
less of sex, positions in health care delivery in the
Philippines are earned by one's degree of competence
in a chosen field.

Societal realities in the Philippines demonstrate the
validity of these statements. The Philippines is a coun-
try of 7,100 islands forming a homogeneous archipel-'
ago. It is a nation of 40-odd million people. It has been
termed, in socioeconomics parlance, a develOping na-
tion. The implications of being a developing nation are
manifold but the dominant inference is that the Filipino
people are trying to harness all the. resources At. they,'
disposal to enhance the quality of their life. Such an
undertaking is a veritable struggle. This becomes clear
when you consider that whatever, gains made in the
Airection of development are just as soon negated by
the continually increasing dernand of an, as of now,
uncuibed population growth on the country's limited
resources.

'TO succeed in this national task is not even an option.
It is an imperative. For failure is tantamount to nav
lional destruction. The margin of success and failure
ultimately depends 'on how effectively the nation is
able to harness her human resources. It dependf on the
extent of the active participation, quantitatiVely and
quOitatively, of her people. Because of this, it is ob-
vibvs that, as far as quantity is concerned, women
canikot afford to take a back seat in the drive for de-
velopment. Rather, they must be in the vanguard. To
do less would be like tackling a job with one hand tied
behind the back and, considering the high stakes, such
a strategy would be suicidal.

Happily, Philippine culture readily lends itself to a
full particiption of women in the developmental
yrocess. Way back during the area of "barangay"
Philippines, women had already enjoyed an equal status
vith if not superior to men. Ancient codes which have
wen preserved reveal, for example, that ownership of
and, a cherished prerogative in an agricultural milieu,
vas equa-lly the right of men and women. Teodoro A.
kgoncillo, noted historian, writes:

"Women before the coming of the Spaniards en-

joyed a unique position in society that their
descendants during the Spanish occupation did not
enjoy. Customary laws gave them the right to be
the equal of men, for they could own and inherit
property, engage in trade and industry, and suc-
ceed to the chieftainship of a "barangay" in the
absence of a male heir. Then, too, they had the
exclusive right to give names to their children.
As a sign of deep respect, the men, when accom-
panying women, walked behind them."
Three hundred years of Spanish rule, however, can-

not but make a difference. Nevertheless, even during
this era, women did not become completely subordi-
nated to men. The Filipinos' struggle for independ-
ence attests to this. Its history is replete with women
who played leading roles (even led military uprisings)

'4,^against foreign domination. Even today, the Philippines
is still largely a maternalistic society. In the rural areas
which constitute a major portion of the country, it is
still customary for males to give the parents a settle-
ment in terms of property and/or service to the parents
of a girl whom he intends to marry. It is also the duty
of the man to shoulder all the expenses incidental to
the wedding, including a lavish feast.

Thus, the active role of women in national develop-
ment and, by deduction in health care delivery is en-
sured. For today, the Philippines is turning more and
more to the rich heritage of its past in search of cues
to meet the challenge of the future.

Indeed, health care delivery is a vital component in
this struggle for national development. Obviously, a
weak, unhealt4 people cannot be expected to deliver
and to participate in the samc level of quality as a
strong- and healthy people. Such a realization has
dawned on the nation's policymakers. It is not sur-
prising then that health care delivery has been identi-
fied as one of the major strategies for development.

It is propitious then that there is wide involvement
of women in health care delivery: This can be traced
to two related factors. The primary factor is the
premium, placed on education by Filipinos. The most
chgrishect dream of Filipino parents is to be able to send
their children to school and have them become pro-
fessionals. It is not strange that some families live
frugally and even sell land and belongings in order to
support a son or a daughter through the university.
But why the preponderance of women in the health
field? This is due to the second and related factor.
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Some sort of sex role stereotyping ha ctated that the
acceptable 'fields of higher study for en be either
in the teaching profession or in the medical and related
profession& Thus, many women who pursue higher
studies eventually wind up as doctors;nurses, medical
technicians, pharmacists, nutritionists, etc.

Note that education is a ft-friction of competence and,
by extension, of appointment 'and advancement to key
deCisionmaking positions in the health care hierarchy.
The entry of women is limited especially in the line of
specialization. Opportunities at specialization are, how-
ever, equally open to men and women.

In the Philippines the Departmgnt of Health (DOH)
is charged with the function of health care delivery.
The Department is headed by a Secretary with a cabinet
portfolio. It is administratively divided into bureaus

156 which are further subdivided into divisions and in turn
into Sections. The Office of the Secretary is in charge of
formulating national policies and seeing to it that the
bureaus which function autonomously pattern their
programs in' line with the policies. The bureaus are
headed by directors who interpret national policies
into concrete programs of action for their specific areas
of coverage. The directors supervise the divisions under
them.

A division is headed by a chief who oversees the
work of the sections detailed to the division. Decisions
at this level involve the formulation of strategies in line
with the concrete programs of action drawn up by the
Bureau Director. The successful implementation and
evaluation of these strategies.also fall under the re-
sponsibility of the division chief.,

Advancement in this health care hierarchy Lk to ihe
level of diyision chief is done via standard civil service
procedures which depend on tenure, experience, and
prescribed qualifications. At the levels of Secretary
and Bureau Director, appointments come from the
Office of the President of the Republic. This implies
that getting the post of Director or Secretary becomes
dependent on how a prospective appointee has come
to national prominence and/or on the degree of his
acquaintance with people who can influence the out-
come of appointments.

An analysis of this health care hierarchy reveals that
up to the level of division chief, women occupy de-
cisionmaking positions. The posts of Secretati and
Bureau Directors, however, still remain gn exciusive
male province.

There are special health care progra
as projects, that are headed, by proje
equal level with bureau directors in'th health ca
hierarchy. the decisionmaking process ,and the atten-
dant responsibilities at this level are also comparable
tio the bureau leyel. Here women have come into their
own. At present, there are two females Project Directors
heading the Family Planning Program and' Nutrition
Program.

Focus n a particular female division chief will per-
haps seq4.re td illustrate the foregoing discussion. pr.
Amanciâ Angara is the head of the Maternal and Child

A4.1.

Table 1: Philippine Physicians Registered With the
Board of Nedical Examiners, by Year of Registration
and Sex: Selected Years, 1930-69

Years of
registration

Both
sexes Male Female

Percent
female

Before 1930 2,555 2,490 65 2.5
1930-34 1,093 1,041 52 4.8

' 1935-39 1,599 1,330 269 16.8
1940-44 1,433 1,055 378 26.4 '
1945-49 1,060 748 312 29.4
1950-54 1,831 1,327 504 27.5
1955-56 3,811 3,917 1,884 32.6
1960-64 6,888 4,124 2,764 40.1
f965-69 7,150 4,039 3,111 43.5

Table 2: Cumulative Number of Registered Philippine
Physicians: 1930-1970

Year Male Female

1930 2,490 65
1935 3,531 117
1940 4,861 386
1945 5,916 764
1950 6,664 1,076
1955 7,991 1,580
1960 11,908 3,474,
1965 16,032 4,238
1970 ° 20,071 9,349

Table 3: Philippine Physicians, by Principal Employee

Principal Employer Number Percent

Total 7,519 100.0

Self-Solo Practice 2,860 38.0
Self-Group Practice 176 2.3
Medical School 252 3.4
Department of Health 2,462 32.7
Department of Education 58 0.8
Department of National Defense 35 0.5 37.8
'Armed Forces of the Philippines 71 0.9
Other Government offices 221 2.9
Private Hospitals
Private School (Non-Medican

270
44

11.7
0.6

Private Industries,,,,
Voluntary Medicir Organization

149
23

2.0
0.3

Other Organizations 77 1.0
Completely Inactive 215 2.9

Health Division. Her ticket to this post is a Ph.D.
in Maternal and Child Care from Harvard University.
Dr. Angara feels that the post should logically be filled
by a female. She adds, however, that her appointment
was made not because she is a woman but because
she was alified for the post. "If there were a

more qualified, I'm sure he would hi gotten the
post instead of me."

It would be well to reiterate that there are no signif-
icant factorf which distinguish the role of women frpm.
that Of men in making health care decisions in the

pines. However, women can claim (and with
justifia i ride) that, on a professional basis; they are
on equal, if hot superior, footing with men.

Although this is true, not 'many women take ad-
vantage of this opportunity. Reasons for this are: one,
culture, in the sense that they still feel that their place is
the home; and proliferation of domestic help in the ,
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Figure 1: Cumulative Number of Registered Physicians Philippines so that women are free from household
chores to engage in jobs outside the house.i

Number of Physicians . :
I.

I would like to address myself at this point to some

20,000 of the discussions earlier in the conference. One was.
.. that physicians ore more concerned about disease jthan

Male
i people, and secondly, that they do not give due recog-

10 00 nition to the roles of other paramedical help.
,0 .0 In the Philippines, the nurses and the paramedical

....**
... help are also suffering from medical chauvinism. There. .0' are no easy answers to this problem; however, I would

. university. We feel that since all of us working in the
5 /000 like to share with you what we are trying to do in my/ health care system have one objective, that of caring
2,000 Female for humanity, perhaps in our training we should be ex-

posed to each other more. Thus, the newly established..
National Teacher Training Center of the Philippines.is
trying to develop programs in the training of teachers 1571,000
in the health care system to be exposed to each other
early, so that the barriers to each specialization will be
broken down, and so that in the medical school and

500 in fhe medical center, the teaching of health care de-
livery would be truly a team approach.

In the past, like Most of us here, the Philippine doc-
200 tcirs have been concerned mostly with the teaching of

knowledge only to their fellow pbpicians. They have
forgotten to teach attitudes, and realize that there

100 A I are a lot of attitudes among physicians that we have
1930 1940 1950 1960 1970 1980 to change if we are to improve the health care de-

livery system everywhere.Year .

1

174



rs.?

,

-

- ,

^ t

4

414.

1,
6

,n ),',
'-

P' 4
,,

'
-;-.4-r-'1"

-
'

31 or''
A

 t
It;ti

'

# \
.

.
,.0

--;-i-e_,
"4;,

im
i

,
'

-
'

.--.-P
.-:"

-A
,1-

;

'

4
' '`

'
;11\9.all'iiiii.

.*
''

/,r4Y
514

-

,r4,' ..
'---Ifii --,1 ) i )

K

_
s

v
,,

..i.
-

A

, , ---
-414A

4''''''
-

16.1.17-4,Y
),3ik',.`,:- ' .=

1=
:4'-'

'
. ' -

r IP('

,



Analysis of the Role of Women
in Health Care Decisionmaking
A U.S. Response to a Look at the Philippines

Betty M. Vetter, M.A.
Executive Director
Scientific Manpower Commission
Washington, D.C.

The status of Filipino women as decisionmakers
in the health care field, as Dr. Asanza has outlined for
Us, can only make us wish women had reached a similar
level of equality in the United States. '-

Although you have heard much earlier in this con-
ference about the status of women in U.S. health care,
it 'night be useful to review a few of the U.S. statistics
that can be compared with those of the Philippines that
she has given us.

For example, she has shown us that between 1965
and 1969, 43.5 percent of the new physicians regis-
tered in the Philippines were women. By contrast, 7.5
percent of the U.S. medical graduates in 1968-69 were
women, and that proportion rose only to 11 percent
even in 1974. In 1971, only 10 percent of the clinical
specialists in our U.S. medical school faculties were
women, and*the proportion of women in medical prac-
tice ranged from about 20 percent in pediatrics down
to 2 percent in surgical specialties, averaging about 7
percent overall. Women M.D.'s in the United States are
conspicuously absent in the highest paid and, therefore,
the dominating iliecialties.

Further, a 1970 survey noted that approximately
one-third of the practicing U.S. women physicians in
that year were foreign trained, compared to less thdli
one-sixth of the men practicing in this country.

We do see some improvement ahead in these propor-
tions. The entering medical class in 1973-74 was 19.7-
percent women. In 1974-75 it was 22.2 percent. Total
enrollment last year was 18 percent women in medical
sc'hools. So the prop9rtions are increasing.

Why is it so important that the proportion of women
M.D.'s increase if women are to have an equal 'oppor-
tunity to share in health care decisionmaking? Our staff
of registered nurses is,,after all, 95 percent women, as
it probably is also in the Philippines. By sheer weight of
numbers, women thus provide more than half the actual
health care given to all patients. The answer in the
United States is a very simple one. Nurses are not
allowed to make even simple policy decisions about
patient health care in any case where a doctor is in-
volved.

What factors in the Philippines have brought about
this much higher participation of women at the decision-

making level; that is, as M.D.'s? And does this greater
participation mean in that country what it might mead
in this country, and. if it were true, would decision-
making might then be expected to be Shared in approxi-
mately the proportion that women qualified as M.D.'s?

As Dr. Asanza has shown us, the higher participa-
tion of women is partly due to her nation's need to
utilize all its human resources in enhancing the quality
of life; and partly because health care is a "traditional"
woman's field.

But here, the difference may lie in the use that is
made qf trained women. We, too, have assigned the
role of nurse principally to women, but U.S. nurses can
hardly be said to make major health care decisions.

In checking a list of "expert witnesses" who have
appeared at 'sre of the Congressional hearings on
health care legislation over the past three years, I
found the list tote curiously devOid of nurses. Inked,
there were only two women physicians that I found in
going through- about seventeen sets of hearings. And,
of course, the legislative health care decisions made in
the United States are made by men. Only 3.3 percent
of our Federal legislators are women, and there are
none in the Senate.

Dr. Asanza suggests, that the long heritage Of Fili-
pino word= prior to the coming of the Spaniards may
also have:been influential in the participation of women
in decisionmaking positions. While this may be true,
it seems more likely that the 300 years of past Spanish
influence led by the male-dominated Catholic church
and the military probably would be a stronger in-
fluence.

We may also be 'misinterpreting the meaning of the
statistics from the Philippines to indicate more par-
ticipation in decisionmaking than may really exist.
She has shown us certainly that women are widely
invollied in the delivery of health care in the Philip-
pines. She hasn't told us as much about the'amount of
decisionmaking that takes place, below the top two
levels in the Department of Health, which are posts
held by men. She has not fold us what. proportion of
division chiefs are women, nOr of section' heads. She
did tell us there are two women project 4rectors, but
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out of hOw many. total? So perhaps the situation is not
as truly equal as it ,seems.

But even if this ts so, Filipino women seem to be
ahead of U.S. women as participants at -the decision-
making levels Whealth care. We do show some signs of
progress. Spme of our sex stereotypes are changing.
Certainly more women are entering medicine and a few
are moving into the highest paid specialties long domi-
nated by men.

Da\ Filipino women make up a substantial pro-
portion of surgeons, or are the medical and health care
areas where women are most likely to specialize those
that are lowest in pay and lowest in prestige, as in the
United States? These are all factors to examine if we
are to try to provide the women engaged in health care
in any country with equatity of opportunity for decision-

160 making.
What can we emphasize in the Filipino experience

to carry into our own efforts to include more women
at this level in this country? I suggest the most im-

portant thing to be emphasized again and again and
again is that we can no longer afford the wasteful
luxury of failing to utilize the brain power of half our
population4-talented, competent, 'trained persons of
both sexes are the wealth and the promise of every
nation, not only in health care but in all human en-
deavors.

No nation on earth, including specifically the United
States, is wealthy enough to waste even q part of the
ability and training of half itr population.

The decisions are much too difficult and too complex
for men to handle by themselves. But this truth is less
widely understood today than it was eVen in our
pioneer days. Women stand ready to share again the
hardships, the hard work, and the dedication. We are
ready also to share the responsibilities of decision-
making. Gradually men are recognizing how easily such
burdens Can be shared. The world doesn't collapse and
they don't-lose effectiveness. We women all know that.
But we must help them ak they learn that truth as well.'

Table 1: Applicants and Admissions to Medical School By Sex for Selected Years

First-Year
Class

Men Women Women as
PercentW.
of Total
Accepted

Number
Applicants

Number
Accepted

Percentage
Accepted

Number
Applicants

Number
Accepted

Percentage
Accepted

1929-30 13,174 6,720 51.0 481' 315 65.5 4.5'
1939-40 - 11,168 5,890 52.7 632 321 50.8 5.2
1949-50 23,044 6,750 29.3 1,390 400 28.8 5.6
1959-60 13,926 7,968 57.2 1,026 544 53.0 6.4
1966-67 16,554 8,267 , 49.90 1,696 856 50.5 9.4
1967-68 16,773 8,718 51.9 1,951 984 50.4 10.1
1968-69 19,021 , 9,116 47.9* 2,097 976 46.5 9.7
1969-70 22,176 9,536 43.0 2,289 1,011 442 9.6
1970-71 22,253 10,203 45.9 2,734 1,297 47.4 11.3

Source: Women in Medicine, by Marjorie P. Wilson, Unpublished paper from-The Conference on Women in Science and Engineer-
ing, National Research Council, June 11-12, 1973

Table 2: Woman Students and Woman M.D. Graduates ln U.S. Medical Schools for Selected Years

WOman Students Woman Graduates

Year
o. of U. S.

Med. Schools,'
Total

Enrollment No.
% of
Total

Total M.D.
Grads. No.

% of
Total

1914-15 96 14,891 592 4.0 3,536 92 2.6
192'4-25 80 1. 18,200 ' 910 5.0 3,974 204 3.1
1934-35 77 22,888 1,077 4.7 5,10D 207 4.1
1944-45 72 . 24,028 1,352 5.6 5,136 262 5.1
1954-55 81 k 28,583 1,537 5.4 6,977 345 4.9
1964-65 88 32,428 2,503 7.7 7,409 503 6.8

Source: Women in Engineering, Medicine and Science, by Vera Kistiakowsky, The Conference on W011101 in Science and Engineer-
ing, National Research Council, June 11-12, 1973
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Table 3: Applications, Enrollments, Graduates, U.S. Medical Schools, By Sex, 196E449-197344
YEAR APPLICANTS FIRST YEAR ENROLLMENT TOTAL ENROLLMENT GRADUATES

Total Women 96 Wom. Total± Women 96 Wom. Total-± Women 96 Wom. Total Women 96 Worn.

1968-69 21,118 2,097 9.9 9,863 887 9.0 35,833 3,136 8.8 8,059 607 7.5
1969-70 24,465 2,289 9.4 10,422 948 9.1 37,690 3,392 9.0 8,367 700 8.4
1970-71 24,987 2,734 10.9 11,348 1,256 11.1 40,238 3,878 9.6 8,974 827 9.2
1971-72 29,172 3,737 12.8 12,361 1,693 13.7 43,399 4,690 10.8 9,551 860 9.0
1972-73 36,135 6,000* 16.6* 13,677 2,300 16.8 47,366 6,082 12.8 10,391 924 8.9
1973-74 14,124 2,786 19.7 50,716 7,824 15.4

Source: Minorities and Women in the Health Fields, Bureau of Health Resources Development, Public Health Service, May 1974
*Estimated + Includes repeaters and those who re-entered

Table 4: Percentage Of AU Physicians In Various Specialties Who Are Women

Specialty 96 Women Specialty % Women Specialty % Women
Medical (total) 9.0 Surgical (total) 2.4 Other (total) 8.9
Allem 6.6 General surgery 1.0 Anesthesiology 14.0
Cardiovascular 2.8 Obstetrics Neurology 6.9
Dermatology 7.0 Gynecology 6.9 Qccupat'l. Med. 3.1Gastroenterolop 2.3 Ophthalmology 3.2 PathologY 11.6Internal Medicine 5.4 Orthopedic 0.5 Psychiatry 12.5
Pediatrics 20.3 Otolaryngology 1.0 Physical Med. 15.2
Pulmonary 8.0 Plastic 2.7 Preventive Med. 12.1General Practice 4.2 Other surgery 0.4 Public Health 18.5

Radiology 4,8
Other 7.4

Source: Goals for Women in Science, Women in Science & Engineering, Boston, Mass., 1972

Table 5: Percentage of all Physicians in Various Professional Activities Who Are Women

Specialty All
Office based

practice
Hospitr al based

practice
# Other

activity
General practice 4.2 3.6 9.6 7.7Medical Specialities 9.0 4 13.5 10.9Surgical Specialities 2.4 3.4
Other Specialities 8.9 8.1 9.7TOTAL 6.7 4.6 10.5 9.0

et%

Table 6: Distaution of Physicians Among SpeeiAty Groups, By Sex, Dece 31, 1971,

SpeCialty Group

Number of
Women Physicians

in Group

Percent of
Women Physicians

in Group

Number of
Men Phyman- s

in Group

Percent of
Men Physicians

in Group
Total 22,563d 100.0 296,136* 100.0

General practice 2,462 10.9 53,896 18.2
' Internal medicine 3,242 14.4 54,617 18.4

Surgery 855 3.8 69,154 23.4Obstetrics/gynecology 1,421 6.3 18,349 6.2Pediatrics . 4,247 18.8 15,671 5.3'Psychiatry 3,209 14.2 21,241 7.2Radiology \
Anesthesiology

754
1,655"

3.3
7.3

13,585
9,902

4.6
3.3Pathology 1,435 6.4 9,471 3.2Other 3,283 14.6 30,250 10.2

d-Excludes 4,471 physicians (481 not classified, 3,539 Inactive, and 451 address unknown).
e-Excludes 21,653 physicians (3,048 not classified, 15,849 inactive, and 2,756 address unknown).
Source: Special Tabulationsjrom Physician Records, 1971, American Medical Association.
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Analysis of the Role of Womeill'4
.,1Health Care Decisiontnaking

A U.S. Response to a Look, if the ghilipp

'Helen Rodriguez-Trios; M.D.
° Attending Pediatrician, Lincoln HosiPtal

Bronx, Noy York

7%4 ,

Dr. Asanzi has piesented a cosiVincing.case efor the.,
preservation of tradition where die- .t.t!aditiql means
iceater equality among the members-Of a saety than
would otherwiee.exisi-Itewould secnf that the customs
of the Phil' iUes hae enabled wonien to achieve a

Rico with the mandate to
population. The long tradi
two-thirds of the people b

4 nated in the establishment
facilities that were regionalize

ists 15 serve the 163
medical care for

ent hdd ?nlmi-
ork of health care

comp h nsive, and
higher sta ' as physicians tharilnany. other", nation which allowed the free flOw of people fro one facility
except the,:socialist unes..The Worfiekdoctori,ir another. The einphasis of the sistem was on pre-

. percent of tfie total, six times ttiat: OfROtto Rico- ntive care. Communityhased healttl centers with well
four times that in the United :t.ifei, .Perhipi: 'eloped ambulatory care progradis were built and
fortunate fact of the resistince Of -th4 "piiiple Of e integration of social services 'with health care needs
Philippines 49, colonization ,bthe .6panfirdi And by ' ttempted. 41r

the U.S. has indeed helped toNpaiO4::..41a e0aild
-': Side bifide,.or shall I say, back to back, there Were

women's roles as eq'iml memberg-,44e*Oplety. ,.4 private facilities serving the -.more affluent one-third, of
Our own eXperience 'as a .hicilaiiitrniitgling for sur- the people. The amount of money available to the

vival has lti somewhat differat. ...c '.'. - .,''' private sector was three times that for the püblic system.
Puerto CO suffered an .:i te0e:eroknicia,....tifin iiy, the .' The existence of these two systems anfl the contra-

' al achiexed. our- greit6it:deitriie,..o . inipiio i rie
Spaniards for fOnr hundred rict.)0i; inOn' . we!, &dons engendered by this paradox between the 'na-

tional interests and needs. and a superimposed social
. I imperialist%mpOsition ta.O.! 04cef'i;:tccootivqp:;.1?1,;. tl organization Which is not designed .to serve them, is
Pnited State.s. :'f ,\ ' -! . S':1'-. '. i::::::"'? -:7'`'' typical of the Puerto Rican situation

'An intensified exploitation tiffeermk, tfie!,;teOnomie, Thus, while a medical school was esta lished for the'social and cuitura asPecfs, of 'Mir/it:44- then begin:to purpose of training us for a public system rootedln thedetermbe,our courstas.a pentk;:Decislonmaking for philosdphy of preventive medicine, the same school was'us his -thus (slimited to SaVicijuiescence or to patterned after Columbia College of Physicians and ,,..--2dangeriOuS, 're inee to the caolual consttaints. It is, Surgeons in New York -with its rigid .traditidnal cur-iltorefife,'-only in the contexCde Ou 'the? as a direct riculum. This school 'has receotly.graduated its twenty,
first class. Since 1950 it has gradually increased from
50 to 12-0 students of whom 26,,percent, are now
women.

o. colony .of :t0e Unitat$tates
aspeetS df :health 'care that
roledF .Js:

°Throughout the deseriptionoS.fthare experieqces
' as a Student Ad:teacher at,Ahe MediCal School of the

eniversity of litiorto Rico', I shall attempt to address
the questions:

makopthedecisions?
L-t-In whose interests are the deilsions made?
It is clear to me that it is not enough to speak;

women's voices mdst cry out for the social changes that
Will guarantee rights for the majority .of women and
therefore; for most peoPle. If we speak fbr privilege, be
it our own, or the filling men's, we shall surely be
drOwnedwont byothe clamor of-our marching iisters.

.,1qedical Education and the Health Services
In 1950, a medical school was established in Puerto

an describe some
hiytrate women's

The difference which this has made in terms of health
care for the people and in terms of the overall structure
of the health hierirchy May be inferred by enumerat-
ing some of the:problems faced by the medicdPschool
and the public system' it should serve. These proplems
are very simile to those in the United States7They

1. Most grad ates congregate inthe metropolitin
kreas; mainly San Juan..

2. Eighty-tve percenr or mowpecialize. and con-
sider themselves "overtiained" for 'rendering
primary care.

3. Through time the., increased enrollment has
- drawn mot*and More stwlents from the upPer
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A
and upper middle-class whose values are often
inimical tO those 'of public service.
Fifteen percent migrate to the United States
where they seldom Work wherei.the people live
who -constitute the direly underserved half of
our nation that is here.

5. The policies of 'limited enrollment force a
yearly exodus to Spain anciiptin America of a
number Of studeUts twice fir large as* num-
ber admitted. Just as the-U.S. shows a singul:Ir)
inability to train, its own people while i

porting physicians --froth the Th4. World,
Puerto Rico is now also importinrit growing
number of other Latin American nationals.
These are serving in 4nany of the primary care
centers of the island while the graduates of the

- University of Puerto Rico remain in the more
prestigious positions.

6. The values inculcated by the school are at
variance with its avowed commitment to func-
don within the framework of preventive medi-
cine'. Technical-excellence is stressed, ability
to make money admired.

7. Today many of the health centers which were
truly the backtiOny of the systemre barely
staffed.

Because the conditions described are:similar to those
of many other countries I wonder how many of 'these
problems are also faced by the Philippines. I under-

,. stand from Dr. Asanza, that they lose 30% of their
dodtors to the U. S.,'ind many other health workers
also:

The Position of Womdn

164

).

An ekamination of the position of women within
these problem7ridden systems of medical education and
health services shotvs that it is siini to the one we
hold in tte U.S. Women-health tvorke re o-Ver eighty

j.,.

percent of the total yet ofilfOont. tvo percent of the
top echelons of doMrs, health defsartment function-
aries, or administrative officers.

Althoughnurses are Often the most stable and knowP
edgeable people in the primarY care centers and as
Stich often make decisions as to patient care, theilrole
has never been sanctioned. They do not rectOve Me
training not the rights7to make the many IOns that
they mOit. They are trapped in the dil of dedi-
cated workers who clearly perceive hea e needs,
but are not provided the efluipment to rve them. If
anything, time has eroded most of the autonomy of
nursing.. Public 'health nurses and nurse-midwives are
more and more becoming assistants to doctors in .the
institutional setting.

The mass of die health workers receive salaries which
are p_ight to itventy percent ote; those earned bY, the
salaried

In thi equitable system all women are' affeoted as
health workers and as Patients..Even those who as doc-
tors are close to the top of the hierarchy are condiOned
or denattifed by. the lack of equality that is built tn.

/ 8 1

The feelings of angtr and frustration of even the
more privileged young wOmen who are medical students
are very strong. Several *ears ago we held a women's
faculty and student meeting ,to plan for increasing en-
rollment and retention p ograms. From a staid begin-
ning, the eeting quielebr. assed on to an emotionally
charged ion as one. r another revealed her pain
at the assaults iOur womanhood and the sur-
vival process which fO'ted Us to cut Ofour empathetic
feelings about patientei.and fellow Viol:kers. Some con-
fessed to attemptint,stment by appearing ,as un-
feeling_as the_men_attinied,-...perhaps the most destruc-
tive of all paths as. i ..0olVen much denial..

Some recalled ththe, Medical school lecture on
abortion began withihe remark that sabortions could
be classified as crimjnal or niedical and awe there
were few if any, medical indications for abortion, thus
the discussion woUld be limited to the .complications of
the criminal. 'A VW derogatory remarks about the
women who Volild stupidly risk abortions then fol-
lowed. A poOr4reparation indeed for those who as
interns would a'dmit ,several wolMen daily who had
taken those veiy same risks. We were certainly little
inclined of able to identify with our fellow women or to
begin to trealize the need to struggle for truly pre-
ventive.) measures.

It cerpinly seems that medical education and the
health cere system-,lack the perspective that women
workers and women users calibting. It seems equally
certain that the pemectiye requTiei a ihorough restruc-
turing and demOization of the deciSionmaking
process for that process to be operative.

This knit beCbraes clearer as we examine' the Xuerto
Rican experieneet itilth population contror programs. It
serves as a clear illustration of health care as an instru-
ment-of social policy- and, tterefore, an argument for
the need to restructure at the pacyniaking level. The
sharing-of this ;experience becomes. very tithely as the
populatio control programs becomes more strident in
their propaganda. The Family Planning Digest of May,
1972 ends an article on sterilization titled "Simpler
Method*Boost Public Accepknce" with the statement

*4that "As U.S. professional Atifudes change, it t-
ble that we may see iterilaion become aS i oai nt
in family planning in the 50 States as it already is in
Puerto Rico." ljoi.e HEW hasesbnostttotally funded the
populatiOn confrol programs ill Puerto Rico for several
decades, it may be useful to look at what may be in
store for an increasing number of women in,t,e United ,Je
States.

The full scale program of population control in
Puerto Rico begins in the mid-forties with the indus-
trialization efforts that established much of the light
manufacturing e island. These concerns eneloy
mainly, women. . . n stei'ilization by tunl ligation he-
came the principal inod4fty of birth control and was
offered free of cost throughout the governmen4zteri.

As of 1968 over thirty-five percent of Pue ican
women of childbearing age weret. already sterilized.2
Still the sterilization programs have been stepped up,



and as 'economic crisis deepens, and the militancy
of the people increases, have taken on a frantic quality.
Dr. Antonio Silva, Assistant Secretary of Health, for
Family Planning recently stated that 5,000 women
were sterilized last year, and that we may loijorward
to 6,800 in 1975.

What, mikes this incredible program possible- is the
full cooperation of a colonial government ed the
reality of the women's position within the colony. At
present women are thirty-five percent of illfc4 t o t al
salaried work force and forty-eight percent those

_workers engaged in industryThe developmentl job
opportunities for women, in a country with unemploy-
ment that has ranged from 12 to 30 percent even after
the mass migratiohlf approximately one-third of its
people, has had prdfound effects on the structure of the
family. The need for subsistence, the lack of chi144-care
facilities, schools, socigl services, abortibn rights, hous-
ing, and other elements to support family structure have
driven many a wo to seek sterilization as a palli-
ative. Many were t told that the procedure is
permanent and fully one quarter exhibit regret.

The imPortant point to underline is that women were
not and still are not involved in these decisions that
determine our personal and national future; these are
made by the ruIrrs of the United States; the U. S. cor-
porations behind the U.S. Government which fronts for
the*.

In response women are fighting back. Many of us in
and out of the health care field are reaching certian
conclusions as to what it will take to organize our
various sectors. We are gaining experience in struggle:
The recently constituted Federacion de Mujeres Puer-
torriquenas is a sign of our recognition of the need to

,

*_

unit omen, housewives and students around
a p ogram of equal rights.

ba, curiously absent from this conference, his
shown the way by developing a health care system that
serves all of the people. Most importantly, it is a
system that through the mass organizations incorpo-
rates the people themselves into being provider's. We
are very close to our sister republic, despite U.S. efforts
to isolate us, and we watch with interest its struggle
against sexism, surely the most effective as yet seen in
Latin America and perhaps the world. rts beacon shines
for all Latin Americans, no blockade can dim it.

Many of us are expanding our consciousness-Of how
United States imperialism affects us and our sisters. We
watched with horror its intervention in Chile where
the model health care system is in shambles and our
courageous surviving sisters and fellow health workers 165
are still in the torture chambers.

*kw understanding *the nature of U. S. imperilillism
grAs day by day as we organize to end sterilization
abuse, for family planning within the context of com-
prehensive health care, and for an end to'profitmaking
in the health system. All this converges on our struggle
for full national liberation. -

I wonder how much of our struggle 'for national
liberation is shared by the people of the Philippines as
it seems to me that we are fighting a common enemy.
United States imperialism is the greatest enemy to the
health of the world's people today.
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Statement. .

The Honorabie'Murtha Keys

CongresevoTan jiom xengsas -

Membeio i'the tcjpfütee on Ways and Means
_71, ealth S 'in 'ttie,

iv
, II.S. Hou ,Repredentatives- . y-.

I am deeply honored to be the representative of Con-
gress at this alkiinportant conference. As one of .19

"tvdmen in the 'Congress and ag the only Congresswoman
,serving on a committee having jurisdiction over health
legislation, I am following the work of this conference
very closely and took4orward to assimilating and shar-
ing With my'colleagiki the vast wealth, of information
which is presented by 'all, of you.

My interest in health is deeply rooted. As the mother
of four children, I have been the "organizer"- of my
family's health care system, so tcr speak.

Certainly, ?io health care .legislation should be con-
sidered in the Congress which does not address the
sPecial needs of women nor weigh very thoroughly its
effects on women. Women represent over half the popu-
lation of the 'country. They are the largest consumers of
health care, averaging 25 percent more visits:per year to
a phy§ician than. men*This figure 'Woul 4. be greatly
increaged if visits to a pediatrician were io be included.
Women take prescription dnigS and are admitted to
hospitals more frequently than mete Despite these
figures, the health care delivery system is dominated Jiy
malphysicibs..and the health care coverage offered
by tbeYprivate, insurance industry favors men over
women.

I would like to share with you some thoughtsqeOn-
. Cerning the dual roles which women play in health care
4Irst as recipients of care and then Ss providers of

.."cireand the legislation before Congress which affects
women in these rOfes.

Perhaps the mcist far-reachingfealth...matter before
the Congress is that of national healtlAgnrance. In six
years, our'national health bill 4s nearly doubled; in
14 years,more than .quadrupledi and in.: the 24 years
,since' 1,950; increased by almost nin,e-folcl. Our prob-

!Owns in tje 'inaldist#bution o( specialities among phy-
siCians and the geo,g4cal maldistributiori,of health
manpotver are well knOwn. The Iliancial leverage of a
national health insuratiee system offers the real Po
bility of mosing financial incentives to promote efficient),
in health care delivery hnd tO redress the unetien
AlloCation and distribution of health resourc*in
Aniefica.
' -There are several 'national health insurance bills

4

before the Congress, The Subcginmittee on Health of 167
the House Ways and Means Committee on which I
serve will so6n begin consideration of these measures.
Though ea bill offers a different approach as to how
such a s should work, common to the considera-
tion of each of these bills must be how they will coi-
rect the inequities facing women under the present
private health imarance' system.

The coverage irffered women by the privates heplth
inmance industry ldiscritkinates against women in
inM, ways by limiting, if not completely denying, cow
erage for the health services women *need most.
Through their Coverage, health insurance cOmpanies
penalize women for their necessary physiological role.
The two most glaring inequities relate to the lack of

iiolequate and equitable coverage for pregnancy and
1111.rynecological needs.

Private insurance companies often charge women
higher rates simply because they might become preg-
nant. Government surveys have shown that men and
women lose almost the same amount of time from work
due to acute disabilitiesincluding the childbirth and
pregnancy complications of women. Why then should ,

womeir have to pay higher premiums?
It it standard procedure to make maternity benefits

optional, requiring higher prerpfems, and emplpyers
often will riot pay the extra amount. Even when extra
preminms are paid,a woman must be enrolled in mOst

plans for ten months before she is entitled to any
benefits.

In some caseS, female employees:are denied maternity.
benefits on as favorable terms as the spouset of male "

eknployees. In testimony before the Joint EconomiC
Committee, Ms: Barbara Stiaëlt of pie American Civil

.1.4berties Union pciihted out _der some health
ipatice plans, maternity covt ers from Woman

nt woman, depending sO her employment itatus. Under.
5:16fiitplan, female emPlOyees were eligible ,to..reicive"

maternityibenefits amounting to a.flat rate cif ife days
ot hospital care and caghbenefits of $300* for surgery
and medical costs...,The sié plan permitted wimp. of
male employees up to fett*ys Of hospital care MM a

aximum of $100 in niedical expenses! It is only fair
4) point out that this particular ..situation under this
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partioular plan existed two years ago; it may not now
be ase. However, it demonstrates the point .that

d ed treated differently under the .various
h plans, depending upon their marital
si ponjheir actunl health care needs.

..

the pr*nt syStern, thee is: inadequate pre-
Ventive eare flat wornbn. 'Almost 111000. women die
each' yeat. as a telult of Undetected Cervical cancer. In
many instances, these are needless..deaths. The treat-
Ment tuid cures for uterine cancer-iu ;its early#stages
have been known fot y4rs. The2Papmear is a rela-

_______tivelyisimple_diagnostic_proceilican readily de-
termine whether a. woman hit ot la-developing cancer

of the uterus- ot cervix. And yet, 'only a small percentage
of American wOmen actually:receive this test each year.,
This can partially be accounted for by the .lack of edu-

168 cation .on the part of American women. *economic
0- reasoni also ithpact heavily upon woman's deCision to

rpteivc such a test,. Many women cannot afford to pay
$25 .or more for an annual check-up with a gynecolo-

f gisi. Though such a visit is preventive in nature, its
ii1toarerage is often exempted under private health insur-

anceplans.
.

,.

The Congress has already.enacted legislation barting
discrimination on the b 'a of sex in.the alias of em-
ployment, educat and cre 't. We4tiust extend these
provisions ealth care and elude in any national

.''' health insurance plan prohibi ns against unequal
ternis and conditions of coverage based on sex.

In addition to the problthiii-Women face as recipients
of health' services,there.are problems facing women as
providerS'a care--the problems of women health prc4

.....
Re._ - , ate talking about two problems. First, the

A need tO: mibiate sex 'role stereotyping in medicine, and. _

second, to epgracre 'the _professional status o ose
tynically have been i "fledhealth pr

vvith wo
* in s'
lole in th

. seeking
and h

the natio

seek a more important
for nurses its well as
of women physicians

three-quarters of
npr already are women.

The issue, th n, is one of itatual-
`r. the:Federal Government 's dire0iiiii;lolved in this
-Atter through Titles VII and VIII of the kUblic Health

*ce-Act which govern health manpower urse
.1rthr4j pspectively. Let me discuss briefly two

ote,Congress---the Health Manpower and Nurse
f g Acts ig4975.

k. Both seek to extend4Land expand existing programs.
The nurse training bill Rs been approved by the House

d Senate and will soon be considered,by a joint con-
enee committee: The . manpower bill' is ready for
r consideration in the °House and will be scheduled
action Very soon.

The Federal GOvernment has been fi
*Incation, Once :656, initially in
. shortage of nureqs. Recently, ho

j!. haVe been brOadeUed and instead o

expand the output of the,nurse training assembly line,:r
we are trying to develop new professional skills and
roles for nurses. The old idea that nurses are merely
physicians' helpers must be ended.

The nurse bill before COngreis proposes to spend
$558 million oyez three years forimurse training, $225

'pillion of this specifically earmarked for programs to
upgrade the status of the nursing professionadvanced
clinical specialty training, graduate degree traineeships,
nurse practitioner programs, and other'special projects.
I am pleased with this bill and hope- the President signa
it into law.

I must confess, however, that I do have. sose reser-
vations about the manpower bill beginning with its
name!

Only seven percig of the physicians in the United
States arefemale, 'Virtually the worst record in the
Western World. And at the medical administration
Wvel, the record is even worse.

We have seen some progress. In the 1969-197a
school year, women comprised only 9.2 percent of the
entering class in the nallbres medical schools. Last yetq,
women comprised 22.2 percent. This is progress, but
obviously, we still have a long way to go.

Sex stereotyping cannot be abolished overnight by
Federal edict. But Fedetal action can contribute to the

lution. The increase in the number of womenmedic
ents came precisely durinipe period in' which
W started to enforce its nondiperimination require-

ents. I am somewhat cautious Art demanding that
we go the "affirmative action" routem medicine, a path
always fraught with the perils of backlash.

However, presently under Title VII Federal funds are
authorized to promote zpedical education .fOr minority
andl-disadvantagekatpdents. A similar effOrt-should be ,
made on behalf otfw"Olitsn..., .

'1%-,.....1','
I hive alew-otner, reservahons about theinanpo

o
bill. Under Oils legislation,Vie physician assistants.pro-
gram could COnflict or compete' with the nurse prac-
titioner program. Furthetiathe fact die most nurses are
feffiale. and Oat most physiptan assistants are drawn

, from the tankt.of male former military medical corps-
meiVaranslint the FedeW.Povertiebottpay actually-
be entouraging six,atereotyping.

. .

Still, my biggest.cdniern about the magpower bill is
its lack of propet attention to the problem of women in
medicine. It isn't tio much that the bill is ndverstto the
intirests of Women, but rather, thal the bill is neutral
on the subject, and that simply ish't good enough.

In the end, the problems of women as pro,viders and
' women as recipients of health Care are' mergeci. ithout

more women, making major medical policy d ions,
a making key patient care decisions, the needs of v
women patients will never be full otected.

, -

Tz: I hope that 'through such vehiclei
we can iIWease public awarenesa of
awareness Ihat will extend to thehalls of

ill

s conference,
ese issues, an

congress.
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Mary C. Howell, M.D., Ph.D.

Assistant Professor of Pediatrics
and Associate Dean for Student Affairirt
Harvard Medical Schoo(
Boston, Massachusetts
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ture of the services that we provide for them. We are
not predominantly inAsted in setting a "piece of-the-,---
profit-and-power pie" for ourselves. We are desperately
concerned about work settings, roles, and job structures
that prevent usand the many health workers, men
and women alike, who are not represented herefrom
providing humane, ..eompetent, caring, responsive ser-
vices that promote health. When we have focussed QII
work issuessalaries, self-determination, full utiliza-
'Ron of skills, inservice educ_ation,and upgrading, collec-
tive bargaining, evaluation orperformance by recipients
of care, and an effective voice in policyour intent has
been to create work settings_that would enable us to
provide good we.

Because know find those who do not have access
These are dr goals that have concerned us:of

to health information are handicapped in their efforts'
maintain and promote their own health, we want

to share our health-related knowledge with layfolk:".
we heard a Wd*rful account Of health education in
Cameroon. - . - . .

Because we:41liknowledge that- the 'grea-tigt tuppor-
tioh of fiellilVestre is provided Within familiesby
mothersland daughters and; we holm& fathers -and
sons,,as well--we want to teach our!. Iffegiving skills
izla 'Manner thi`t will decrease dependenCy on iM-
personal professional serviCes.
Because we believe that it is obscene anSione to

_make great pergonal profit, through earnings or in-
vestments, :in ft.- steering o,f the ill, we want a
national poycy that prohibits.profitr:makilig in health
cage.

There is a certain presumption-in my task ths morn-
ing of summarizing this -rich and exciting conference. I
have' heard from many of you, speaking formally and
informally, as individuals and in groups. But I certainly

lAannot pretend to represent a consensus. :And in any
..cAsevve mulkacknowledge forthwith that what I have
heard has bit filtered through my own set.of interests
and concerns, my own personal bias.

I will begin, therefore, at a personal level. As I sat
down vefy, late last night4o collect my thoughts, my
overwhelnling impression was of our fantastic unity of
purp6se. In thosi moments when we have, tilted into
competition with or isolation from each qother, the
spectre of the present funCtioning of our medical care
system has quickly brought us together again. And I
for one am viry grateful to have met here »with you
some old friattls, some iiew friendsto have shared
common concerns and suppOrt, and to be reminded
again of the wonderful potential of womanpower.

What we have heard, from our sisters from aboard
dOcuments Barbara Ehrenrdich's opening comment that
we have no where tb go but up. It is not only thr
women are the great majority of the underpaid!
powerless health care provitlers in the U.S.; it
very nature of opr present institution of health careIgn
brings us together': For despite the commonly heafd
arwal that we have a"non-system", it is clear thatcwe
are now workinion a tibtlreonleolled system based On
competitive indMdualisiii ,and prbfirr which mointains:

.its Eipiver, at least in part, by -blamint its victims for ', wn misfortnnes../Ynd if 'really ill medical care
we have sai4 over and 'over again that we

allowed to attend to the 'health needs of those
ve. Aga4v1 this background, what we have

d abdtit othlr hations give§ us som ,e4ues abotfrit
k we 'must do tOWard our slaired

jBefore I try to4ist'some ,of -those goals, I wOUld like
to make some genval observations about meetings 9f

lawmen health workeg. Mgr)/ Dalyi the theologian, has
observed that,the u krgeoppression of women stands
ag a prototype, an When we understand, in the
gut, the nature or th 7#on we ireopetqo a

Yesterday. Ruth Si 4(4004 way:
khll 'Ft ;Who aresense of empathY

gOod for Women is gOod":.for .gc:cte, as'.141e4'.: We
wve, aftei all, supposed 'id be talltiogAlfdp.t.Itie
ditions of our pa work---but from the:i',Oitient;:the.
conference openell, t was clear that our Pritit40 con-
cern was to be the itelfare, of our patients and. the na-

1

% Bebause we have seen that OA tly gated ic a 1 services
can destroy families i*e...r,t,ant public ttubsidids that
guarantee,*.e.access to alt.itrvi,ces for al citizens.

' Because we- wilken know w it is like to receive
4,...:-.--..,.., . -- :health care sermeoloorn and alienating pro-

' viders,& want citizen grou te have a determining
vice in.._ selection of healthcare trainees, includ, _- -

....,......il

..'"... 4,

ing physiciang; 'on the -basig9f, demonstrated a
to provide empathetic care:-Vetthave heard abotriO
model la; tkis processfzinX)ima.

,,,.Because we-know abourtetharnotdone to our sisteis
; and others, inhe U.S. as well as in-Puerto Rico, as
the result of igesponsible exPerimentation, unsafe
medical dpvicegqiricl drugs, unnecessary_ surgery,

!want regulations that req ire fully inforined sub-
ject:...,":-an *and participati in de-..

cisions '110.dlt
f..
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Because we have seen that ppliing highly cre-
dentialed token women into sholkase jobs sometimes
co-opts those women, and sometimes results only in
token jobs, we want our cause represented in posi-
tions of policy determination by women from our
ranks, empowered, by our constituency: we have
heard of such iticcess from Australia.
Because we know that our training in health care
does .not prepare workers for primary_care oriented
toward ,the prevention of disease and the promotion
of well-being, we want to redirect that training, as
we have heard is done in the Philippines.
Because we have personally shared the discomforts
of inapprope te and neglectful health care services
for mothers d their children, we especially want to s

redirect the anner in which that care is provided:
170 we have heard about such programs in Sweden.

Because we have learned ihat large bureaucratic .

agencies for health care delivery demand that work-
ers respond: to adminis demands rather than
to patieieds, we lith care work to be
done in snialler decentralized 'units that ensgre that
providms and reciPients oi care hkve qfrect personal
contacT with and responsibility to each other: we
have heard about such an arrangement in Colombia.
Finally ,because.,most direct health care services in

134 A% provided by women, we want recogni-
t!lreality, in policy determination, as is the

case in linssia, Finland, and Poland.
These'-'ire general goals: they areI am an optimist

our five:year plan. For today, we have aiso voiced
some immediate recommendativos directed to the De-
partment 9f Health, Education, and Welfare:
10(1) With regard to research: there is an urgent need

for research funding for projects directed to problems
formulated by women and carried out by women and
until now relatively neglected. I have heard mentioned,
as examples, the pioblems of occupational (or work-
place) hazards; Safe contraceptives for men and for
woman; duumitional inability to promote adequate
nutrition byTIF distribution of the food we have; pro-
tection of our children from two of their greatest health,
hazards, aceidents and environmental pollution, such
as lead poisoning; special problems in women's health
such as Vaginitis and repeated urinary tract infections;
and our massive national prOblem of interpersonal and
institutional violence. We recommend, as,,a start, that
HEW establish an advisory board of Women health
workers and consumersWoMen,:wPo arc ideqtffied
with womenand through'qhis board begin td solicit
proposs for this non-traditional research.

-0) With regard to programs: our hopes of dis-
avering or inventing models for the provision of decent

lind humane health care services demand the support
of programs alevised and directed by women. I l&ve

'lleard of plans1Por health centers collectively adminis-
tered and controlled by a coalition df workers and
recipients of care; kr the exploration:of new roles of
health workers in the provision of primary care; for

7-.1
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homebased and neighborhood-center based care; for
childbirth services for (revolutionary concept!) low-risk
pregnancies; and for support for the function of all
care-providers as teachers of health-related knowledge
and skills:. As with research, we women mighk even
claim some reparations, in dqUar awoun0,, for our past
lack of access to funding for these and similar' projects
that concern us so deeply. Again, as a first 'step, ii
advisory board of women who are. identifierVith
wonioh could -solicit project proposals if HEW4kvere to
allot funding.,

(3) WithIegard to _affirmative action _prograrnsL it_
has been .said, at this conferenc'e and elsewhere, that
women identified with men are not easily able to prO-
mote the causes that vie have voiced at this conference
as common concerns of wcimen health workers. But, in.
facts affirmative action programs have so far encouraged
the hiring and promotion of women who have learned

. to identify with men as a survival mechanism, and who
c.6-are, therefore, die Persons most acceptable to the mak

egtablishmenCAt a minimum, the following changes
have beep suggested for significant affirmative action;
First, the use of rewards as the enfdrcing mechanism,
rather than Fkulishment; second, the conscious effort to
liire and prorpote women who are identified with
wOmen, as de nstrated by their previous work history;
and third, the e ective guarantee that'women hired into
male-dominated workplaces will not be puniiihed for
voicing the concerns of the women they purport to
represent. 4

My overWhelming sefiSe of dur group, throughout the
conference, is that Of ,wonderful energy: energy di-
rbcted both toward working for change within estab-
lished institutions, and tOward the imaginative creation-
of alternative health services that are bothrpetent
and paring. This conference is one more be' ark in
the mocesi of development of the . women's health
melOent. We Will go forwatika4 as individtials in 14
our own work ad as a loosely ed groupt,I hvq _

head talk abourtising the list of conference particiPintW-
'to keep in touch 'with each 4ther.about establishing a
women's th lobbeso that we can work more

(effectively the agencies an offices of the Federal
Government; about issuing-our policy statcment, as.the

dr

sense of this conferenee, to be brought by the U.S. 1"
.Ielegation to the International Women's Year meeting
'in Mexico City; and about lirng again to share our
energies, knowledge, skills, e ence; and sumillt of
each other.,

Our unity of_purpoie make's me believe that we wig

workers; working together, we could ansform our
overcoik. We women are of all health '

health cafe system. We are the consumers in . nearlk.
two-thirdS. of all visits to health prKfessionals; working 'S
together, we could demand access to tfie knowledgeand
skills we need toprovidt good care for ourselves, our
families, and our co
half of the population; working together, we Jig

nimunities. And we are more

-transform our 'society into a hetter .place for vOmerti
and merig, young and old.
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liking Al 'dress
The Honorable Francoise Ginnie!

State Secretary for the Condition of Women
France .0.

The situation of women in the health occuPations
ikon immense and important issue, for it acts as a
Wor, reflecting the state of a given society, showing
ewhat place women occupy in that sociey, also, what
place women wish, consciously 'or not, to occupy in
it, and what place they could occupy.

I shall not deal with the ochnical aspects of these
:occupations. 011iers here are far more qualified than I
am for this. Nonetheless, I must give you some infor-
-mation about the.french Public Health System, so that
you may understand in what spirit I shall speak after-
wards of the particular position of women in this sys-
tem.

Practical1411 the French receive benefits under our
healtljoinsurance, which we call "Assurance-Maladie".
They make modest monthly contributions which are de-
ducted front their salary, and to which employers add
their shark This Antribution is compulsory. Students,
retailers, aftsmen;?lawyers, physicians, etc. pay their
contribution directly. Recently, this insurance has been
extended to,artists and writers. In 1978 there will not
remain one Frenchman uninsured against sickness. All
contributors: receive reimbursement;i ot their health
expenses, 100% of the important exPenses and 80%
of the minor expenses. They, nevertheless, fetain the
right to choose their own doctor and also to be treated
in a private rather than a public hospital,if t y so wish.

For all serious operations and diseases wijich require
modern and sophisticated treatment, publi4 hospitals
are much better equipped thak Private facili es to pro-
vide the necessary care. Patients in public ho pitals are
treated by the best doctors.

It is in the public hospitals thatlfr from the third year
the seven year medical studies, medical, students

obtain their clinical training while continuing to attend
lectures at thq7.1i.niyersity. After they ,tave finished the
studies, mediiarstudats must write their d althesis
and 41$11h they -receive their medical diplo As they
are then Doctors of Medicine, they can become
practitioners and have their own private patients. If
they wislf to specialize, they must study three more
years., If they wish to enter the hospital career,
must be selected by means of competitive examinations:
In this' contrt, the term "selected" means that in any

case there are a limited number of candidates accepted 171
and as they wish to gb up the scale in their career, they
must take more examinations. They may devote them-
selVes entirely to hospital work and teach there as well,
or divide their time between the hospital and their
private practice.

Vis-a-vis the patients, I said earlier 'that they could
choose their doctor, whether general practitioneni or
specialist. Doctors' fees.are fixed by means of a Con-
vention with die Government. SOme doctors- charge
higher fees .thfifi Others. Some private olinics cirarge
more than the dint which have agreedhke doctors

nventiontfixed prices. The non-Convention clinic
pays the difference, unless he pays dues to

al Health Insurance Fund, which is quite a corw:-
mon practice. cI

Why am I giving 'Won these explanattonsT ar6ause
. they mean that all employees of public and Private

hoSpitais are paid according to Government-fixed
scales. This is also the case With infant-nurses and,
more generally, with all, women in healtit, occupations.

All therf employets4herefore, come under the coh7
trol of the Minister of Illealth. who also has n
bility fox riublic day-nur esaárioussóèI se -
ices.At the present time, this Minister, excellent in all
respAi;'is precisely a woman who studied to be and

- is a raalistrate. I' shall, therefore, speak first of her
situation.

It is interesting to me that when, for the first time,
fOur women are members of the French Government,

sp. their. .esponsibilitjs are limited to hospitals, children,
pngdtters and ennothing, in short, that might
frighteh men and lead them to think that wonleb May
invade their territory. They remain in a sp,,,,:44tljere
their competence has never' been cAstionoW- .`

Butkhen, what is health, or rather, wheels °:illnesk
that women should'be so attracted by the hfalth:occh-
Rationeand that it should be so riatUre :acee t them ,

in these occupations? One could say 't at -Hitless is,
among other ;flings, a state of weakness; of subjection,
which likens ,the sick persOn to a child, and Web,
thereforéPallikrs a sort of protecting power to exert
itself over the sick. (When the patient is a man, the
traditional psychological relationship between adult,
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man and Woman is reversed, for;:however, young the
woman nursing the patient, he identifies her as a
mother figure.) .

In France, there are as many women teachers Its
there are men. It -is no accident that a considerable
nurnbeeof women are attracted to teaching as well as
health for not only can women exert their ;power in
this field, but this power, is well accepted and perceived
as_ a benevolent power, belonging to the natural order
of things.

One finds, however, inside the health occupations,
-the same sharing of the-roles between men a women,
the same distribution is in ordinary life and uction:

What then, can be noted if one examines s situa-
tion a little further?

Several paramedical professions art exclusi ly prac-
ticed by women, some by tradition, e.g., the tron of
olden times has *mite the modern midwi . Women
have ilWayallid clihrge of the care of the children, the
home, the sick: By becoming infant nurses, family
helpers, nurses, or social workers, they only reproduce
an eternal situation. That is, they only specialize, in.
onesof their traditional functions.

This weight of the centuries and of tradition is felt
even among doctors, as women are more likely to spe-
cialize in 'pediatrics or gynecology than in cardiology
or gastroenterology, for example, although they are
under'no obligation to specialize in any given area.

One can -not determine whether they clO this becaUse-
they WI a true calling or because they think it will
enable them to reach a prominent pO'sition more -easily.
Both, I suppose.

There are other kinds of health occupations where,
as in any otherteld of activity, women are the men'
assistants. These include medical secwaries, ward.

.?,,sisters, or anaesthetists. This division -oiples in health
occupations illustrates 'exactly the place society assigns
to women, in both everyWand;grofessional life as it
'malls in the fact-that tlfwVait majority' of women oc-
cupy the bottom levels of both the wage and power
hierarchies.

As one goes up these scales in the medical profe's-;
sion,";* finds-fewer and. fewer women. The reason IC;
that:here as elsewhere, it does not yet seem quite
natural ferr a woman to have'authority over men, as she
would were She the head of a hospital. department.

During _their studies, girls are treated exack like
bOys. They take the same examinations, and, at/theend,
of their, studies, they obtain the -"Same Aiploma, by
which they may start practicing. theyaop gr this
point, and even if they, specialize in Or*r to devOte;?,
themselves to a privateiractire, whetheri tovp...oCin
the counIfy they suffer no discrime on e1tV7a--
terms of -matte orincome. 0. .4'.

Most French clOctois have joined the Government
"Conve5tion"4:;:Th4 Means that jhey have signed a
contract Viir.Social Security, which reimburses pa-

. dents.' Their fees 'are set by this' contract, , and vary
according, to the kind of medical 'service performed,
e.g., examination at the patient's hoMe as opposed to

I ,

the physician's consulting room, and the physician's
specialty, but the fees are, logically, the same for
women and men doctors.

There are apprOximately 60,000 doctors practicing
in France, including.14,000 women, and the number'
of women medical students is incasing. No specialist
studies are closed to women. The image of female
physicians among the people is good; they are trusted.
There continue to be very few women surgeons. In
this field, patients show more reluctance in accepting
women. But this relucjtance is slowly diminishing.

A few years ago,-there was-a T.V. serial about _a--
woman doctor in the Countryvhich put the final touch
to popularizing the image of the competent, long-
suffering Woman physician devoted to her patients.

If women wish to pursue a career in public hospi-
tals, acquire diplomas, *ors, become university Pro-\
fessors and heads of hospital departments, things are
'quite different than in private practice. Of 60,000
medical doctors, 14,000 are women. But, of the 2,800
"prOfesseurs agreges" at the top of the academic quali-
fication, Only 100 are women. While, by law, day nur-
series must be headed by women, one wonders whyor
rather one 0oes not wondertethy=it is so rare that a
woman heads a hospital depaltment.

It must be said that the French medical world is
still dominated by a feudal system. That is to say,.that
a very narrow but very powerful class of men, cage
"les grands patrons" (the big bosses), who are moIIIIIY
no One denies itgreat doctors, literally reigns over
their department*, composes the juries for the examina-
tions which mitt be passed to progress in hospital
career, and poitesses an exorbitant power over their
students. Thean "bosses" ,are a caste which, like all

r cAStes; tends to reproduce itself, and to transfer
its( 4r to its children. Thus, the majority of the
"bo es" aremselves sons or nephews of "bosses."
Perhaps in e future there will also be daughters of#
"bosses." .

For the time being, however, the elimination juries
remain exclusively_composed of .44n who, all other
things being equal- automatically favor men hi the
race fot/diplomasthat is, for the top hospital functions.
At the bottoM of the scale, on the otherhancLpe,

to women.health roles are largely left
The consequendes of the feminization of certainl

;

trades are well known:' bad wages and poor social'
status. In France, the consequences of thWaituatinii
are serious as we are particulary short of nurses. we

'hale about.: 1/0,000 nurses in Fre,.:mberfra,
'beknv our needs. In the past, nurses were reCruilrid

amoog.pither nuns:or young country gii104

4"-rItiri'VhOnit the trade represented .sociat proMOtiont
Studies were shik and iimple. Today thesestud#have
become muchlonger, and am last 28 months Mar,tk.,
end ot secondary education. The recruiting level
therefore, muCh higher. Many young gifls still become.
nurses by calling, out Of liking for this Vork, bulfafter
an average of 5 years, they quiL"Why?

In -the public. sector, *Mph *Ape largest lector in
1 '1-



France, they consider, themselves ill-paid. They are
right, A beginner nurse earns about $400 per month.
Then they .discover that they have no real opportunity
for promotion. Again, they are right. In order to pass
the certificate of aptitude to become a ward-sister, they
must have at least 3 years of experience in addition
to-their studies.

After a few years of experience, obviOusly, a nurse
feels she knows as much or even more than a young
doctor. The educational system, however, peovicles no
bridge to allow her to acquire a medical oma with-

--out having to become-a student again fo er seven
years. Experience, what she has learne y practice,
counts for nothing.

Lastly, when nurses nihrry and, have young chil-
drerh hospitals do not provide ,Sufficient nurseries;
where they could leave, theri'l:thildren
Besides, their working.-hotut; inehigliight
and Sunday wOrk', arejnc ible with f

JAll,this is causing nurse ty. ye up #it pccasing
frequency and as nurses be etWer-, har er is the
work for. those who remain. In some departments, there
is only one nurse for 20 beds. The shortage is even
greatel pf nursing-aides, w114 must _undergo one year

--.00raining and do ho.oursingc at all.. -

"-:.4here is alio a shortage alai-hi-nurses. The infant-
- nurse iS a specialized nurseho`has studies one year
in addition to'her regular nurses studies, and who as-
sista the pediatrician in all public services where he
(or she) works. There should be one infant-nurse per
100,000 inhabitants. We do not have one-third of this.
They are also ill paid. This situation of general short-
age has been vigorously denounced several times, and
has even led to strikes. The Minister of Health is striv-
ing to change it.

We also need family helpers and social, Workers, as
society uses growing numbers of themr.a4:6Ses,' in
general, more medical and paramedicir peOple, for
obvious reasons, the first of which is the general rise
of the level of knowledge in the population, and the
popufarizatioh of medical information. The second and
most powerful reason, no doubt, is that, as I have
said, medical expensei are reimbursed. .

Every person under Sociak Smoky in France can
even hay& a yearly, complete, free of charge medical

eck-up! The total budget of what we call "Social
rity" is greater than the whole budget of France

This is,..a cl Ation of the scope of health ex-
penditure i
- Thus, it ior * shocking-to have tO say
that situation is to found in th e. heáh occupa::
tio *milar to the situation in all trades: .the va
majority q:wOmen are kept away ,fro.whe Ijigher
grades ot tl*hierarchY, from higher wages, oia
positions of 4ecisionmaking power.

Howehr, there is a subtle but not insignificant ilif-
ference between women in other occupations.. Tet
4ifference is that women in health have a strong feel-
ing, and' 6rnust be said, a rewarding feeling, that they'
are neceiadry, that they are useful.' Useful, not to the

promotion of goods, to a company's sales, Or to a
business leader's ambitions, but to both the whole of
the human community and, at the same time, to each
of the patients whom they nurse.

I personally do not belidve that there is a specificallY
feminine nature, a particular biological disposition
which Causes wonien to dedicate themselvei to service,'
and men ta dediCate themselves to commanding. There
is no scientific proof of the existenee ot any such in-

. born inclination to self-sacrifice on the part of women'
If this inclination is to be noted, however, although it
is less and less, it is more likely attributable to culture,
and tO all that- has weighed for centuries _upon the
unconscious mind of wotiien; so easily persuaded that
theA'are guilty, that they live 16"'be. forgiven :for
beirt women, and -that/they die not' dapable of doing
whit.?Then can: do. 173

*411 pursue these considerations, they shall
lead'me 66 far away, from our subject. Whatever the
causes, whether it is culture of feminine nature Or even
a roundabout way to recover a -position of moral
superiority, it is, a fact that attny women are in the
various healkarccupations, Mit; all paramedical pro-
fessionake exclusively practiced by woMen.

Thenfore, setting aside the material aspects of
their profession, I invite you to consider one particular
aspect of this situation. You know that, at all levels,
occupations in the health field are strongly individual-
izefl. They have no mechanical character, and provide
abundant human contacts. .

A good example is the nurse. At the hospital, she
has far closer relations with the patient than the doctor
ever has. Illness for her is never theoretical. It is not
something on which she lectures, or draws diagrams,
or writes books. One could almost say she has the
monopoly on the human relationship with the patient,
just as-women have the monopoly on.the relaticgship
with children since, from the mother tb the day-nUrsery
and then to primary school, children are reared almost
exclusively by women.'

Now, what do we do with this knoiiledge, thus
accumulatO bY the nurse? What bmmes of it?

In all-disciplines, at every level, tIge is preoccupa-
tion nowadays with the problems of communication of
information and -transmission of knowledge, because
we have learned that whomever holds knowledge holds
power. The health professions seem to me very typical
of a field displaying extensively the relation between
-information, knowledge and power. ,

/ -shall not:surprise you if I say that medici is no
longer an art, but a science. There is appa apith?
-ing in common een a 19th century hoffilrar
and, for exam nurse specialized in the use of the
artificial kidney, who is a real technician wittioult zom,
t rshe -apparatui cannot work. But the nue 'rem the
person- who is in permanent contact with the patient,
the person for whom is never an abstraction.

,§he is. therefore, in a p to gather -a considerable.
mass of information about th atient.as well as abOur
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the organization of the hospital department where slit
works.

What, in fact, becomes of this information?

Nothing much. In the first placellbecause a nurse,
just as a doctor, in France, receives little or no training

,

in -this particular aspect of their jobs. The nurse is
notkaught to collect information which the patient may
provide; -she is not taught to listen. to him. Even if
she knew how to do it, she has so many tasks to ac-
complish that it is impossible for her to spend the time
she judged necessary with a patient. Not has she time

'to reflect inethodically over the impro4ement of the
conditions of hp,spital life, for listening and thinking
are activities ralely considered Work.

174 Nevertheless, although in an iinperfect and incom-
plete way, she does gather information. Yet all the
facts of which she is aware acquire the concrete value
of knowledge only when the information is transmitted

_to the doctor. What does he do with it?Ile interprets
this.,information according to his own knowledge, the ip
medical knowledge.

The real power is then wielded by tor, since
he sorts out information transmitted to him by the
nurse. He rejects somtc he retains other. Only the in-
formation he decides to retain builds up int%Knowl-
edge--with a capital' "K." All The rest is lost.Vnused;

.pleither the nurse nor the doctor nse it.

But there is a great Mass of knowledge of Which the
nurses,. I repeat, have the monopoly. This can- cer-
tainly.* said of infant-nurses. This knowleche repre--
sents a considerable wealth. ;-, 17

I am saying this not onry to remark that' this weinth
\vhich women in health occupations posseas is wasted,
but to draw your attention to what could be done with
it hy these women.

To draw a parallel, let Its for a Moment consider the
wdniatt as an'ethica*. Whether simply eonfined to her

4ole as a mother, or viliether she is a teacher, it is she
who is in touch with fthechiklren. Particularly: thedndu-
cation received by children 'in the first years of .their
lifes is entirely in t,he hands. of women. To my knov71-

51 edge, no scientific study has been 'made of the conse-
o.' quences of this phenomenon. The importance of these

first years'is well known, however, importance from-the
individual ai well as 4rom the social points of view.

It is not sqrprising thattthe most radical among the
feminists do not exploit this monOpply, over childhood
Which worn retain. It has .ajyarayetOn a wonder to
me that they fight against men,-tteetjhey Strive to take
their place, instead of rearing, as:theitiliVe the means
to do, .different men and adifferenti women through the
education they dispense.

And Iaitote here also, that information on children
gatheredly women'is rarely used. Here foo, one does
not know how to look and. fisted. Everybody speaks

6.

to children. Who really hears them? Who listens to
them?

Sometirnes, oh the occasion of an iliTtess or trouble
of some land, some information is communicated by
the mothif to institutions where they are sorted out,
and the part which is retained is turned into know -.,ge.
(Institutionsthat is to say schools, or the ,,r1.101
world). Here also, on the one hand, information is
largely wasted, lost, and on the other hand, knowledge /
and power tle given up by thaivomen io men.

An is true that we shall probably-seeln did future
an increasing number of women entering positions
which are apparently limited to, men at the present
time, and therefore, the 'distinction I made between
those who gather information and those who transform
it into knowledge-power, will no longer be such a
cleavage between women and men.

It is true,4rogressively, we 11 probably see the
health vccupations, at prese exclusively fetninin
_practiced also by meni es y if salaries are rai
And this must happen; as th quirement for personnel
grows. It is true that in couples where both husband
and wife work outside, the education of children will ,
probably grow to be shared more equitably between
'the parents. Air

This evolutioWill be slow. I think nobody has any
illusions about this. But above all, it is an evolution
which as yet-concents some women individually, rather
than the mass of women.

For a ion); time yet, the unbalance will be to the
4.* advantage of men.

Becausekhey are supposetkto retain knowledge, they
will in fact *On power, while mulch precious informa-
tion on childeh and on the sick, on childhood and on
IllnessAhese spheres reserved for womenwilloremain
*unused while thousands vd millions of, women will
remain at the bottom of s9fciety.

But I say that this society could be radically sub-
verted by the women we are speaking about, if they

94ecide collectively that they are wOrth moral because
they know more, because they know someihitig40.
Because it is' they who cover the immensaitel
human' exchanges and relatiohshipak the valiie `fell
are infinite. , ,;')

But do they really want to transform society or
do they simply want to take men's place, to act al
men do, and to invert the roles, the dominated
coming dothinant and vice verse...

This is an issne which goes beyond that of women in
health/ upations. Moreover, I do not know the an-
swer t it, although I have a few ideas on it. ft is no
the su ject you have asked me ta treat. I hope-that
the field 'in which you wanted me to speak, I have
given You the information you expected.
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In the same degree that we in the United States
"discovered", or "rediscovered", the blacks and the
Ivor in the 1.960's, we seem to be discovering the
women in the 1970's. And that discovery ,appears in
all economic and social sectors', including the health
one. Many studies and articles have Appeared trans-
lating that discovery. Still, most of the lengthy..bibli,7,,
ography that has appeared on the subject (to dr:00mi
and analyze the extent of sexism in the' he
seems to focus. on the problons facea by
sional wornan. But, however, iotpOrtant
may be, they are only a parta small pa
the far larger problems encOuntered by al
are producers of services in the Itealtir
jectives of this article are (I).' to despfk,
of-not only a few but all Women who
services in the health labor force
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y own interpretation of some
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for change.
ng t

,

ob-

-94-F

(2) to ,

that '-
possible

giv
cause
st rate

, In t

and society, i..e., to understand the present situation Of 175
women as producers it the health. sector, we must
understand the distribution ofpolitiàal and economic
power in ;the world of men. Actually, we can see Ina
what is .haPPening in the analysis of what is.usually
referrecf-tbas the women's question in the 1970's is

'xierY siinilar to the;studies and analysekof poverty and
'the poor that.were'iratlein tbe 196(?s. When poyerty
was "discovered" jii 41e-P.& id' the:A.960's,, many
studies were copducted on the poor ea on the alture
of poverty. Vef.Y. few -SttWies, however, examined the
Raiiiinic and political sfstem whicli determined that
poverty. As a result of this Singular focus, the strate-
gies, for imProving the conditions of the ,Poor were
named in termi of the poor themselves. Today, we,
have .as many poor peopleif not moreas when
those stratikies started.

In the 1970's One can see a replication of dlise
singUlar. focus in the study of the so-called womers,
question, in which most of the focuS is on women, and-
very little is on the social and econoink systems, con-
trolled by men of defined class backgellnds, which
determine the inferior social and economic status of
working women. Just as poverty 'cannot be understood
withouLan understaading of Wealth, the distribution of
wealth, and the reaions for the, wealth and. income
differentials in this country, the situation of women
in the healt sector cannot be undeptood without an'
understaNing of Ale world of men and the distribution'
of the sticial, economic,. and political powerlWithin that
world. To understand the situation Of women, then, one

analyze not women as such, but' the entire socio-
ec'onbMit And pOlitical system that generates, creates,
And perpetuates the preant Situation 5f .wolKen.

The second erroneous foc a of a -lar*,nnmber of
those sociologidel studi 'on womeq as producers in
the .health Sector has beer to focus on the health sector
itself, i.e., an analysis of I the social forces withinithe
health sector as determinants, of .,,the distribution' Of
responsibilitiei within thAt sector: In doing so, 'how-
ever, the assumption Was madethat .the health sector
was autonomous and had a dynamic of its oWn. An
example tyfAiCerroneous focus is thegreat sales job"
that is ctiOntly being ,done by quite a nUmber, of

,erstand the situation .of women as
produces of services ealth sector,'we have first
of all to focus our analysis (1) not on the wc3rld of
women but on the world of men, and (2) not lust on
the health sector, but primarily on the socioeconomic'
forces of the entire society that determine the funetion,
nature, and composition of that sector to gtart with.
Indeed, I belieVe that most sociological research done
On this subject has had two major weaknesses which

\ posttilati has led those studies to conclusions drat
have been empirically invalid and ineffective policy-
wise.

a The first weakness of that research is thermost of the
analyses on the current situation of women haVe tended
tofocus on women hs if they'ihemselves were responsi-

131e for that situation. I disakree with those an sesis,
since I believe tIllat the so-called_No*fs_ ou
or "women's problenNs actUally the-pftetricif en
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